
INTRODUCTION 
Acute cholecystitis is a potentially life-threatening condition, which 
affects >20 million Asians yearly and causes high economic burden. 
Gallstones is the major contributor to acute cholecystitis. 
Laparoscopic cholecystectomy (LC) is the treatment of choice for 
acute cholecystitis  This study considers all patients with a pre-
operative diagnosis  of Acute Cholecystitis, Gangrenous Gall 
Bladder and Perforated Gall Bladders as acute conditions.   
Emergency Laparoscopic Cholecystectomy was planned in all these 
patients.   In earlier periods laparoscopic cholecystectomy was the 
treatment of choice for most patients with symptomatic 
cholelithiasis; but was contraindicated for acute cholecystitis. The 
laparoscopic management of acute cholecystitis is a logical 
progression from interval LC after an acute attack of cholecystitis.

Materials and Methods
This is a prospective study of 50 patients conducted from the year 
2015 to 2018.

Inclusion criteria
Ÿ Acute calculous cholecystitis
Ÿ Empyema Gall bladder
Ÿ Acalculus cholecystitis without sepsis
Ÿ Emphysematous Gall Bladder
Ÿ Mucocoele of Gall bladder
Ÿ Gall Bladder Gangrene
Ÿ Gangrenous Gall bladder

Exclusion criteria
Ÿ Malignancy 
Ÿ Sepsis
Ÿ CBD Stones
Ÿ Premalignant conditions

Procedure
All patients ful�lling the inclusion criteria were selected and taking 
due consent for LC, all the pre-operative evaluation was done and 
the patients prepared for surgery.

We put Supra umbilical port for pnuemo-insufflation. Intra-
Abdominal Pressure was maintained at 12-15 mm Hg. Standard 
three ports were used for dissection. If the GB appeared swollen and 
with a friable   wall, we deliberately made an incision on the fundus 
and aspirated  �uid from the GB to decompress. Traction on a 
decompressed GB can make the Callot`s triangle more clearly 
visible.
 
Conversion of a LC into an open surgery is not considered as a failure 
of the procedure. Improvements in the techniques has allowed 

surgeons to perform a LC in a difficult GB. In a study by Habib et al 
(1)reported worse patient outcomes after conversion. The optimal 
surgical treatment of any difficult GB, particularly gangrenous 
cholecystitis is controversial. Earlier studies question the role of 

,laparoscopic cholecystectomy  but more recent studies show (2,3)

improved outcomes in the hands of experienced surgeons when 
the procedure is feasible. ( 4,5,6).

Duct �rst approach was done after decompression of the GB wall, 
removing the adhesions along the cystic duct. If the anatomy of the 
cystic duct and cystic artery could not be delineated due to the 
acute condition or adhesions, a delicate approach using a hydro 
dissection with a suction irrigation cannula introduced through 
working port can be helpful for anatomic delineation without 
injuring the friable tissues. The main reason for conversion in early 
laparoscopic cholecystectomy (ELC) was in�ammation obscuring 
the view of Calot's triangle(7), this can be avoided by the method of 
hydro dissection as described above. Whereas in delayed 
laparoscopic cholecystectomy (DLC)   �brotic adhesions were the 
main reason for conversion into an open cholecystectomy . Severe (8,9)

in�ammation and �brotic adhesions are associated with bile duct 
injury (10). After de�ning the anatomy of the cystic duct and cystic 
artery a window is created between and two and the duct and the 
artery and clipped separately. The cystic duct is cut maintaining 
traction and gall bladder removed from the GB fossa. Haemostasis  
was secured in the GB fossa and the specimen was removed using 
an endo bag.

DISCUSSION
All though LC has emerged as the procedure of choice for 
symptomatic cholelithiasis, many surgeons prefer a conservative 
approach to allow the symptoms to settle for at least 6 weeks and a 
delayed cholecystectomy in patients with acute calculous  
cholecystitis before performing DLC delayed laparoscopic (11) . In 
cholecystectomy �brotic adhesions are the main reason for 
conversion into an open cholecystitis. This study was conducted  (8,9)

in a high volume center and the conversion rate to open 
cholecystectomy is same or even less compared to interval lap 
cholecystectomy. Morbidity, hospitalisation and the cost can be 
reduced following this procedure. In a study by Gutt et. al., 
laparoscopic cholecystectomy performed within 24 hours of 
admission was shown to be superior to delayed LC with regard to 

(12)outcome.  The authors concluded that immediate LC should 
(12) become the treatment of choice for operable patients with AC.

However, this cannot be generally applied at all levels of patient 
care. Furthermore, immediate LC may not always be possible for 
different reasons. A number of patients presenting with AC may 
require special consultations and correction of co-morbidities (e.g. 
those on oral anticoagulation treatment) before undergoing 
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surgery. Besides, experienced laparoscopic surgeons may not be 
available within 24 hours, as may be the case in quiet a number of 
primary care hospitals. In such cases, LC should be performed within 
72 hours.
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