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Introduction:
Pancreatitis is the infl ammation and autodi-
gestion of the pancreas1. It can be either acute 
or chronic with either form leading to compli-
cations2. In 80 % of cases, acute pancreatitis is 
caused by gallstones or heavy alcohol use3. Pan-
creatitis secondary to gallstones or sludge is re-
ferred to as biliary pancreatitis. It is associated 
with a high morbidity rate (15-50%) and mor-
tality rate (20-35%)4. 

According to Atlanta classifi cation acute pan-
creatitis is of two types, mild and severe acute 
pancreatitis but this is not a perfect classifi cation 
because moderate form of pancreatitis does oc-

cur5. To overcome these defi ciencies diff erent 
scoring systems have been devised. Th ese scor-
ing systems combine both clinical and labora-
tory parameters to identify patients with severe 
pancreatitis. Th e fi rst numeric scoring system 
proposed by Ranson et al. is based on eleven pa-
rameters .Th e morbidity and mortality increases 
with an increase in the score6.    

Most patients with acute biliary pancreatitis 
suff er a mild att ack and recover fully with con-
servative treatment7.Patients may experience 
recurrent att acks of biliary pancreatitis or other 
biliary events like acute cholecystitis, acute chol-
angitis, common bile duct obstruction or biliary 
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colic8. Cholecystectomy during index admission 
for mild biliary pancreatitis minimizes the risk 
of recurrent biliary pancreatitis and other biliary 
complications8, 9.

Th ere is no consensus on the ideal timing for 
cholecystectomy in mild biliary pancreatitis but 
the international guidelines advise early chole-
cystectomy within the fi rst 72 hours or interval 
cholecystectomy within 2-4 weeks aft er dis-
charge from hospital 8, 10. 

Severe biliary pancreatitis occurs in 20-30% of 
cases and is associated with pancreatic necrosis, 
peripancreatic fl uid collection, infection and 
systemic failure (pulmonary, cardiovascular and 
renal)6. All those patients who have moderate to 
severe biliary pancreatitis must recover from the 
acute stage of the disease before undergoing sur-
gery. Th e timing for cholecystectomy in mod-
erate to severe pancreatitis is not determined.  
Infectious complications are common   when 
cholecystectomy is performed sooner than 3 
weeks aft er severe billiary pancreatitis11. Early 
cholecystectomy in severe pancreatitis increases 
the chance of second time surgical intervention 
for persistent fl uid collections or contamination 
of the peripancreatic fl uid collections11. 

Acute biliary pancreatitis has a signifi cant risk 
of recurrence so prompt surgical intervention is 
needed12. But in moderate to severe pancreatitis 
the rule of early surgical intervention is violated 
because so much time is spent in managing the 
patient’s acute episode. When the patient is sta-
bilized aft er the acute episode, prompt cholecys-
tectomy is needed11. In literature the exact risk 
of recurrence aft er moderate to severe pancreati-
tis is not known. 

Endoscopic retrograde cholangiopancreatog-
raphy (ERCP) plays an important role in the 
management of acute biliary pancreatitis. Emer-
gency (within 24 hours) ERCP for acute severe 
pancreatitis and early (within 72 hours) ERCP 
for acute mild pancreatitis with interval laparo-
scopic cholecystectomy have shown good re-
sults with morbidity of 3% and no mortality13.

Methodology: 
Th is study was conducted in surgical “E” unit 
of Khyber Teaching Hospital, Peshawar from 
January 2009 to December 2012. A series of 50 
patients with mild acute pancreatitis induced by 
gallstones were evaluated prospectively. Patients 
above 18 years of age, having fi rst episode of 
acute mild biliary pancreatitis were included in 
this study. Patients above 70 years of age, moder-
ate to severe biliary pancreatitis, pancreatic ne-
crosis, peripancreatic fl uid collections, chronic 
pancreatitis, alcohol abuse and pregnant females 
were excluded. Th ey were admitt ed both from 
outdoor and emergency departments. Labora-
tory investigations and ultrasonography were 
performed for the diagnosis and stratifi cation 
of patients. Patients with Ranson score ≤ 3 were 
labeled as mild acute pancreatitis.

Demographics, severity of pancreatitis, serum 
amylase were noted. Patients were kept nil by 
mouth. Th ey were started on intravenous fl uids 
according to fl uid and electrolytes imbalance, 
Inj Ceft riaxone 2gm once daily, Inj ketoralac 0.5 
mg/kg body weight with vitals monitoring and 
intake output record on regular basis. Immedi-
ate CT Scan abdomen was advised for further 
evaluation or in those patients in whom the 
initial ultrasound abdomen was not conclusive. 
Magnetic resonance cholangiopancreatography 
(MRCP) was performed for the detailed study 
of biliary channels. 

Patients with common bile duct (CBD) stones 
and showing signs of cholangitis were sent for 
ERCP to remove CBD. While those with CBD 
stones but showing no signs of cholangitis were 
managed in the same admission with cholecys-
tectomy.

Aft er initial resuscitation and stabilization of pa-
tients surgery was performed by one of the con-
sultants within the fi rst 48-72hrs. Abdomen was 
opened through right subcostal incision with 
special notice being taken of the severity of asso-
ciated pancreatic infl ammation. Cholecystecto-
my was performed without CBD exploration in 
those having no preoperative evidence of CBD 
stones. In all those patients having preoperative 
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evidence of CBD stones, CBD was explored, 
stones removed followed by gentle wash with 
normal saline. T-Tube was placed aft er CBD 
exploration. Sub hepatic drain was placed in all 
cases.      

As high dependency unit (HDU) is not avail-
able in our hospital so all those patients who had 
a diffi  cult recovery were kept in surgical inten-
sive care unit (ICU) for the fi rst 24 hours aft er 
surgery for vitals monitoring, oxygenation or 
ventilatory support if needed. Th ey were shift ed 
back to ward on the fi rst post operative day. Th ey 
were kept nil by mouth till recovery of bowel 
sounds. Antibiotics, analgesics and I/V fl uids 
were continued. Patients without CBD explora-
tion were discharged on 4th or 5th post opera-
tive day. T-Tube Cholangiogram was performed 
on 8th post operative day on all those patients 
having T-Tube aft er CBD exploration and was 
removed aft er gett ing radiographic evidence of 
a patent CBD. Sub hepatic drain was removed 
aft er the T-Tube removal aft er remaining dry for 
24 hours.

Th e primary end point was perioperative com-
plications. Secondary end point was composite 
of hospital stay and recurrence of biliary events 
aft er early cholecystectomy. 

Results:
During the 48 months interval between January 
2009 and December 2012, 50 patients were ad-
mitt ed to Surgical “E” unit of Khyber Teaching 
Hospital Peshawar with a clinical diagnosis of 
mild acute biliary pancreatitis. Early cholecys-
tectomy was performed within 48-72 hours of 
admission to the hospital.

Th ere were 36(72%) females and 14(28%) 
males in this study. Th e patients ranged in age 
from 18-70 years with a mean age of 37.56 and 
S.D ±10.97. Th e initial serum amylase level 
ranged between 230- 760 IU/L. Other related 
laboratory investigations were in the expected 
ranges for patients experiencing an att ack of bil-
liary pancreatitis. (Table 1)

Sonographic examination showed gall bladder 

stones in 100% of cases, CBD stones in 37(74%) 
and pancreatic enlargement in 40(80%) of cas-
es. C T scan confi rmed pancreatic enlargement 
in47 (94%) cases.

Acutely infl amed thick walled gall bladder was 
present in 41(82%) of cases. Infl ammation of 
the terminal CBD, duodenum and ampulla was 
a striking feature in 47(94%) patients during 
early surgery of the patients. Gall bladder stones 
were present in all patients. However stones in 
the CBD were noticed in 37(74%) of patients. 
In 10(20%) of cases free stones were identifi ed 
in the duodenum.  Pathologic grading of the 
pancreatitis noticed during early operation was 
edematous in 47(94%) patients and seemingly 
normal in 3(6%) patients.

ERCP for CBD stones retrieval was performed 
in 4(8%) patients who had clinical diagnosis of 
acute cholangitis this was followed by open cho-
lecystectomy on the next available list. In rest 
of the 33(66%) patients CBD was explored for 
stones retrieval with cholecystectomy followed 
by T-Tube insertion and a sub hepatic drain. 

In 10(20%) cases calots triangle was grossly 
edematous and dissection was not possible so 
retrograde cholecystectomy was performed 
(from fundus downwards) while in 40 (80%) 
cases standard cholecystectomy was performed 
by ligating cystic duct and artery fi rst.  In 13 
(26%) patients having cholecystectomy where 
CBD was not explored, subhepatic drain was 
removed on 2nd post operative day and the pa-
tients were discharged on 4th or 5th post opera-
tive day. In all those patients with CBD explora-
tion T-Tube Cholangiogram was performed on 
8th post operative day and T-Tube was removed 
on 9th or 10th post operative day followed a 
day or two later by subhepatic drain removal. 
Th e only exception was the patients with biliary 
leakage who took a bit longer. 

Serum amylase level fell precipitously to 30% 
of admission levels within 24 hours of surgery 
while by the 3rd to 4th day of surgery these val-
ues fell to the upper limit of normal. 
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Post operative complications were noticed in 
only 4 (8%) patients.  (Table 2)

Wound infection was treated conservatively 
with antibiotics according to culture and sensi-
tivity with wound care. Patient was re-explored 
for sub-phrenic collection and thick pus was 
drained followed by wash with normal saline 
and a drain was placed till it was dry. Biliary leak-
age occurred aft er retrograde cholecystectomy 
and drain was left  for external billiary drainage 
which closed expectantly in 14 days.

No recurrence of pancreatitis or mortality oc-
curred in patients with early cholecystectomy in 
mild biliary pancreatitis.

Hospital stay varied from 7-16 days. 

Discussion:
Th e leading cause of acute pancreatitis is biliary 
stones12. As long as the stones are in the biliary 
tract there is an increased risk for re-admission 
for biliary events and even a potentially fatal 
acute pancreatitis8. 18% recurrence rate of bili-
ary events have been demonstrated in patients 
with interval cholecystectomy9. To avoid these 
complications stones should be removed from 
the biliary tract as soon as possible. But the opti-
mal timing for cholecystectomy in acute biliary 
pancreatitis is still controversial14.

In most cases patients with acute billiary pancre-
atitis suff er a mild att ack, recover quickly, are fi t 

for early cholecystectomy and can be discharged 
within 5-10days 7, 8. 

Patients with moderate to severe pancreatitis 
should recover from their clinical status of acute 
pancreatitis because in some of these patients 
the pancreatitis is so severe that they simply do 
not survive to their cholecystectomy11. Secondly 
the risk of infectious complication is very high 
if a prompt cholecystectomy is performed aft er 
an att ack of severe acute pancreatitis15. Further-
more, the complication of peripancreatic fl uid 
collection and pseudocyst must be kept in mind 
in deciding the timing of cholecystectomy to 
avoid additional procedures and anesthesia in 
patients with moderate to severe acute pancre-
atitis11.

It was thought that early cholecystectomy in 
billiary pancreatitis would be technically more 
diffi  cult and demanding. Keeping in view the 
nature of peritoneal healing and adhesion for-
mation it has been shown in a study that early 
cholecystectomy was technically less demand-
ing and diffi  cult16. Our study also favors the con-
cept of early cholecystectomy because of soft  or 
less adhesions. On the other hand it has been 
seen that dissection is signifi cantly diffi  cult in 
patients with delayed cholecystectomy 8, 14. 

Diff erent multicenter and single center stud-
ies have been done to see the benefi ts of early 
ERCP in the resolution or stabilization of acute 
pancreatitis associated with gallstone disease. 
It has been concluded that early ERCP is not 
needed unless associated cholangitis is pres-
ent17. Rather it worsens the pancreatitis with 
contrast injection with signifi cant bleeding in 
severely ill patient and possibly inducing chol-
angitis or cholecystitis 18.   

Diff erent complications like wound infection, 
bacteremia, septicemia, pulmonary embolism 
and duodenal fi stula have been noticed in patients 
aft er cholecystectomy for acute billiary pancreati-
tis. Th e overall morbidity rate of 9% has been ob-
served while the mortality rate has been reported 
to be 5% 19. Our study shows a morbidity rate of 
8% while no mortality has been observed.

Table 1: Laboratory investigations on initial admission

Investigations Normal values Results
S.Amylase (30-170 IU/L) 230-760 units

TLC (4000-11000 mm3/dl) 9000-16000 cmm/dl      

S.Bilirubin (< 1.0 mg/dl) 0.9 – 3.5mg/dl               

SGPT (9-40 u/l) 45-320 mg/dl                 

S.Alkaline phosphatase (60-170 u/l) 270-1560 units               

S.Calcium (8-10mg/dl) 6.4-9.0mg/dl                  

Table 2: Post operative complications

Complications Frequency %age
Wound infection 2 4%

Subphrenic abscess 1 2%

Biliary leakage 1 2%

Total 4 8%
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Traditionally, it was practiced that patients 
should recover fully from all types of acute pan-
creatitis prior to cholecystectomy being per-
formed. Th is practice may be justifi ed for mod-
erate to severe biliary pancreatitis but in mild 
biliary pancreatitis it may unnecessarily increase 
the length of hospital stay. Aboulian, Armen 
et.al; have shown that cholecystectomy can be 
performed within 48 hours of admission result-
ing in a shorter hospital stay (mean 3.5 days)20. 

 Th ere is a high risk of recurrent billiary events 
even a fatal pancreatitis with interval cholecys-
tectomy aft er mild billiary pancreatitis. Early 
cholecystectomy during the same hospital ad-
mission can be safely performed21. 

Conclusion:
Early cholecystectomy aft er mild biliary pancre-
atitis can be safely performed without increas-
ing perioperative complications, recurrence rate 
and the hospital stay.     
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