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Abstract  Original Research Article 
 

The optimal timing to perform cholecystectomy in patients with acute cholecystitis remains controversial. Many 

surgeons prefer interval cholecystectomy over early and believe it to be safer for patient and easier for the surgeon. 

There are many studies over no difference in outcome of early cholecystectomy with respect to interval 

cholecystectomy in patients of acute cholecystitis. The aim of this study is to assess outcome of early laparoscopic 

cholecystectomy (ELC) for acute cholecystitis in a rural setup. The series consisted of 50 patients who underwent ELC 

for acute cholecystitis from June 2017 to December 2020. Multiple parameters like hospital stay, duration of surgery, 

conversion to open cholecystectomy, cost effectiveness were assessed for these patients post operatively. Our study 

confirms that early cholecystectomy in acute cholecystitis does not increase morbidity in patient and is as safe as 

delayed cholecystectomy. 
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INTRODUCTION 
Acute cholecystitis is a possibly life-

threatening condition, which affects approximately 20 

million Americans yearly and causes high economic 

burden around the world [1]. Early laparoscopic 

cholecystectomy (ELC) is principal approach for 

treating acute cholecystitis nowadays [2]. Although LCs 

have been considerably performed to manage acute 

cholecystitis, the optimal timing of LC for this given 

condition is still not conclusive. 
 

Traditionally, given the higher rate of 

morbidity such as bile duct injury, leakage, and 

conversion to open surgery, the delayed LC (DLC) was 

preferred [3]. Early cholecystectomy performed within 

7 days of the onset of the illness is now preferred over 

delayed cholecystectomy that is performed 6 to 10 

weeks after initial medical treatment and recuperation. 

Several studies have shown that unless the patient is 

unfit for surgery, early cholecystectomy should be 

recommended as soon as possible, as it offers the 

patient a definitive solution in one hospital admission, 

quicker recovery times, similar complication rates, and 

an earlier return to work [4-8]. Although some 

systematic reviews with meta-analysis investigated the 

optimal timing of LC for patients with acute 

cholecystitis previously, a consistent and conclusive 

conclusion has not yet been obtained from these 

systematic reviews.  

METHODOLOGY  
It was a prospective and descriptive study 

spread over a period of 30 months (July 2017 to 

December 31, 2020) and carried out by General Surgery 

Department at S.G.T. Hospital, Chandu- Budhera, 

Gurugram. It concerned all patients admitted to hospital 

diagnosed as a case of acute cholecystits on 

ultrasonography. The indicators for acute cholecystits 

on ultrasound were gallbladder wall thickening and 

pericholecystic fluid, Focal tenderness over the 

gallbladder when compressed by the sonographic probe 

(sonographic Murphy’s sign). Our data were collected 

on the basis of surgical files and postoperative care 

files. The variables measured were: difference in 

mortality, bile duct injury, bile leakage, overall 

complications, and conversion to open surgery, wound 

infection, hospitalization, and operation duration and 

improvement of the quality of life, number of work 

days lost, hospital costs, and patient satisfaction. SPSS 

12.0 software was used for data entry and analysis. 

 

RESULTS 
During the period of our study, 50 patients 

were presented with acute cholecystitis, including 12 

males and 38 females. The 30-50 age group was the 

most represented. On examination, the majority of 

patients were in good general condition. Table-1 shows 

variation of patient data. 
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Table-1: Parameters of the patients 

 Age  47 

Sex (female) 76%  

Previous history 64% 

Duration of symptoms 2.4±1.5 

Increased risk 44% 

Deranged LFTs 2 

 

The morbidity in ELC included surgical site 

infection, bleeding, bile duct injury was found to be 

12%. Bleeding from the liver bed and due to cystic 

artery injury was seen in 4 patients which was 

controlled intra- operatively with addition of sub-

hepatic drain placement. Total 5 patients had surgical 

site infection, 2 of those who had conversion to open 

procedure and 3 of laparoscopic cholecystectomy. The 

average time taken was 37.5 mins. 4 females had 

previous history of tubectomy and had infra- umblical 

scar, so, placement of umbilical port was done by open 

technique.  

 

There was no mortality in intra or post 

operative period and no patient required ICU stay. 

 

Average hospital stay was 3.2 days. Only the 

patients who needed conversion were in the hospital for 

5-7 days. All other patients were discharged within 3 

days. One patient required readmission for surgical site 

infection with uncontrolled diabetes after conversion. 

There was no CBD / GIT injury. 

 

Table-2: Outcomes 

Surgical site infection 5 

Bleeding 4 

Total time taken 37.5 mins ± 12.4 mins 

Previous scar 4 

Mortality  0 

ICU Stay 0 

Average hospital stay 3.2 

CBD/GIT injury 

Conversion to open 

0 

4 

 

DISCUSSION 
This study has found no significant increase in 

the proportion of patients with complications or 

conversion to open cholecystectomy whether 

laparoscopic cholecystectomy is performed within 7 

days of acute cholecystitis or six to 12 weeks after the 

symptoms settle. Early surgery has the advantage of 

decreased hospital stay and avoids the risk of 

emergency surgery for unresolved or recurrent 

symptoms which may result in high rate of conversion 

to open cholecystectomy. Bile duct injury is the most 

devastating complication during cholecystectomy and 

can be fatal [9]. Cholecystitis has been considered as a 

risk factor for bile duct injury [10, 11]. Larger studies 

will be required to show the small differences in bile 

duct injury rates between an early or delayed approach 

to acute cholecystitis.  

There was no significant increase in the other 

serious complications related to surgery. There was also 

no significant increase in the proportion of people who 

required conversion to open surgery.  

 

While there are reports of an increased 

proportion of conversion to open cholecystectomy when 

the cholecystectomy is delayed for more than 48 to 96 

hours after the onset of symptoms [12-15], there are 

also studies that do not confirm this [16, 17].  

 

The total hospital stay of the participants is 

short. There is usually a longer hospital stay for delayed 

cholecystectomy due to requirement two treatment 

episodes, one for the conservative treatment of acute 

cholecystitis and another for the definitive surgical 

treatment. 

 

In addition, in the delayed group non-

resolution or recurrent cholecystitis may require urgent 

surgery or readmission due to recurrent symptoms. 

 

Another important issue is gallstone-related 

morbidity during the waiting period for 

cholecystectomy.  

 

Early Laparoscopic cholecystectomy 

performed by experienced General surgeons or upper 

gastrointestinal (upper GI) surgeons has lower 

conversion to open cholecystectomy rates and shorter 

hospital stay [18]. Early laparoscopic cholecystectomy 

should therefore be performed in units with appropriate 

surgical expertise. 

 

The recommendation from that study, 

therefore, was that a policy of early laparoscopic 

cholecystectomy should be employed for acute 

colecystitis when performed by surgeon with expertise. 

 

CONCLUSION 

In conclusion, we demonstrated that early 

laparoscopic cholecystectomy had no increased 

complication and is superior to delayed 

cholecystectomy in terms of a reduced total length of 

hospital stay. Laparoscopic cholecystectomy is a safe 

and cost-effective approach for the management of 

acute cholecystitis. This approach averts the risk of 

recurrent attack or the development of other biliary 

complications while the patients are awaiting definitive 

surgical intervention. 
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