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Abstract

Aim: The treatment outcomes of male patients who received emergent 
percutaneous cholecystostomy (PC) for biliary decompression in acute 
cholecystitis, with the goal of performing a retrospective analysis

Methods: 132 patients from a single institution were retrospectively 
examined between 2003 and 2013. Survival, cholecystostomy drain 
results, and surgical cholecystectomy as the final treatment were the 
end measures.
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Introduction
 
In the late 19th century, the surgical cholecystostomy was initially 
reported. A minimally invasive percutaneous cholecystostomy (PC), 
which was initially performed nearly a century later, was first done in 
1979 for obstructive jaundice[1] and subsequently in 1980 for acute 
cholecystitis. [2] For cholecystitis patients who were too weak or 
critically unwell to undergo an urgent surgical cholecystectomy, which 
has been associated with rates of morbidity up to 41% and perioperative 
death up to 18%, PC became a recognised temporising therapy. [3] 
Recently, PC has also been suggested as a preferred therapeutic 
approach, occasionally permanently, for pregnant patients[4] and 
people undergoing chronic hemodialysis. [5] 

A Cochrane Review from 2013 concluded that additional data are 
still required to assess PC’s usefulness in high-risk surgical patients. 
[6] Cholecystostomy due to their own comorbidities, but also in 
highrisk cholecystitis in individuals who are generally healthier, 
when cholecystectomy may carry a higher risk of consequences.or a 
change from laparoscopic to open surgery because to the severity of the 
gallbladder’s edoema or inflammation.

[7] Additionally, it has been suggested that cholecystostomy would 

be able to manage cholecystitis permanently without the need for 
interval cholecystectomy. [8,9] As biliary illness spreads more widely, 
it is crucial to understand the clinical reasons for cholecystostomy 
and interval cholecystectomy. 15-20% of adults in the United States 
have gallstones, which translates to 20–25 million Americans with the 
condition. As the prevalence of obesity and metabolic syndrome rises, 
this figure will only increase. [10] 

To assess, we conducted a retrospective analysis of all patients who 
underwent PC at a single facility.cholecystostomy tube fate (either 
interval surgical cholecystectomy or tube removal) predictions 
predictors To examine all-cause mortality at 30, 180, and 365 days after 
PC, we employed logistic regression. Simple logistic regression was 
performed to screen individual factors for each survival interval, and all 
variables with P 0.10 in the simple logistic regressions were included 
to a stepwise logistic regression to create the final multivariate logistic 
regression model.

To look at long-term survival after PC, we similarly utilised Kaplan-
Meier plots, Cox regression, and a similar sequential basic and 
multivariate regression model building technique.
Following PC, some individuals received open or laparoscopic 
cholecystectomy. The intervals between cholecystostomy and 
cholecystectomy were shown using Kaplan-Meier graphs. To investigate 
characteristics related to undergoing surgery after cholecystostomy 
while accounting for varied survival following the initial procedure, we 
utilised simple and multivariate competing-risks regressions.

To investigate characteristics related to undergoing surgery after 
cholecystostomy while accounting for varied survival following the 
initial procedure, we utilised simple and multivariate competing-risks 
regressions. Stata version 13.1 (StataCorp, College Station, TX) was 
used to conduct the analyses. P 0.05 was regarded as significant, and 
values between 0.10 and 0.05 were regarded as trends.

Material and methods

This retrospective analysis received approval from the institutional 
review board, and informed consent from specific patients wasn’t 
necessary. Using an interventional radiology quality assurance database 
and the electronic medical record, we identified and collected data 
on every patient who underwent PC at our single institution between 
November 2003 and November 2013. The data collection included 
measurements of body temperature, laboratory findings (such as blood 
hematocrit and white blood cell count, serum albumin, total bilirubin, 
and serum alkaline phosphatase), imaging findings (such as gallbladder 
wall thickening, stones or sludge on right upper quadrant ultrasound, 
or computed tomography scan), and comorbid conditions (such as 
rheumatoid arthritis, diabetes, and hypertension).

Procedure dates (PC and open or laparoscopic cholecystectomy), 
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American Society of Anesthesiologists physical status classification 
system, respiratory failure (defined as requiring mechanical ventilation), 
renal failure (defined as requiring dialysis), and sepsis (either diagnosed 
in the chart by an attending or patient noted to have at least two of 
the following: Abnormal temperature, leukocytosis, or tachycardia) 
are all important factors to consider. In the single- and dual-variate 
studies,Age was divided into decades, ASA was merged into groups 
of 1-3 or 4-5, and the median procedure year was dichotomized into 
2003-2009 and 2010-2013. Means and standard deviations were 
used to express temperature and laboratory values. The number of 
surgical cholecystectomies performed within the same time period was 
determined using the case log from our surgical quality improvement 
programme.

Discussion 

For acute calculous and acalculous cholecystitis, PC has become a 
viable option to surgical cholecystectomy, offering both therapeutic 
decompression of the gallbladder for people who are too unwell for 
a surgical cholecystectomy and diagnostic information on bacterial 
culture data[12] are provided.[13] Patients who received PC were 
older and had more severe cholecystitis than those who received 
cholecystectomy, according to a 12-year retrospective review of the US 
Nationwide Inpatient Sample database.comorbidities. [14] Additionally, 
it was discovered that PC patients stayed in the hospital longer and died 
at higher rates even when age, comorbidity, and year were taken into 
consideration. compared to patients who underwent surgery right away. 

This supports the need for clearer standards for determining which 
patient populations should receive PC treatment. Another lengthy 
retrospective investigation, conducted over a period of ten years[15], 
revealed a greater rate of elective cholecystectomy following PC 
(64%) among patients who also developed acalculous cholecystitis.In 
contrast to these two trials, our investigation shows that PC becomes 
the sole treatment for this disease for a sizable proportion of patients, 
eliminating the need for additional surgical intervention in a relatively 
high-risk population. Our research also raises the intriguing possibility 
of employing PC in individuals who are in better health, where a 
delayed cholecystectomy would be advantageous.Even in patients 
with less comorbidities, we observed a rising trend in the use of PC 
as a temporising treatment in recent years. Comparing the pattern 
of ASA scores suggests that our patients may have been in better 
health in the second part of the research. The healthier patients who 
might be candidates for PC include those who may have experienced 
symptoms for longer than 3 days, which may indicate a large degree of 
inflammation surrounding the gallbladder;[16,17] this increases the risk 
of consequences from early After PC, 55 out of the 132 patients (42% of 
the total) underwent an elective cholecystectomy. 40 patients, however, 
underwent excision of the time the study’s end, the drain had resolved 
and the symptoms had not returned. 

The cohort with acalculous cholecystitis, for whom PC may be the only 
effective treatment, makes up a sizable portion of this population. [9] 
In our analysis, 9% of cholecystectomies were performed during the 
first six weeks following PC, while the majority (59%) were performed 

between six and twelve weeks, which is in line with the majority of 
recommendations in the literature[18–21], and 32% were performed 
beyond twelve weeks. In accordance with known conversion rates of 
6-35%, 64% of cholecystectomies were performed laparoscopically, 
while 34% required conversion to open surgery. [9,18-19]
While laparoscopy is simple and skilledcholecystectomy.have 
undoubtedly increased, therefore perhaps awaiting the resolution 
of the acute inflammation is the cause lowers the chance of surgical 
complications.

According to a third 10-year study, PC treatment outcomes are higher 
when the disease is treated as a primary condition rather than one that is 
triggered by another condition.
[22] According to our study, 60% of patients have a primary 
cholecystitis diagnosis. Inpatient patients diagnosed with a diagnosis 
indicated a minor preference for ICU status compared to general 
medical or surgical ward (26%), while half of the cases were diagnosed 
upon presentation to the ED.in contrast to 22%). This is consistent with 
the 27% prevalence of acalculous cholecystitis in the study cohort, as 
this condition is typically seen in intensive care units and is fueled by 
biliary stasis in the absence of enteral nourishment. 

At the end of the trial, 46% of patients had passed away, with the 
top three causes being sepsis (18%), metastatic cancer (18%), and 
respiratory failure (8%), with a median survival of 4.9 years. Only 
14% of PC patients passed away within 30 days of the operation, sepsis 
once more being the main reason. Physicians’ use of PC as a last resort 
treatment for a suspected sepsis cause in an otherwise healthy patient 
may be partially to blame for the high percentage of sepsis-related 
mortality.The fact that the study’s patient sample was exclusively 
male, given that biliary disease is more common in men, is one of its 
weaknesses primarily in females. The study’s other drawback is that it 
only uses retrospective data from a single institution.
Despite the lack of consensus, this study supports the recent trend 
toward doing PC as the last treatment without moving on to a delayed 
cholecystectomy.

[23] This 10-year retrospective analysis may also be utilised to counsel 
high-risk individuals and their families when cholecystitis is first 
diagnosed. The chance of a worse outcome may be raised by factors 
including the presence of respiratory failure and the use of elevated 
total bilirubin as a biochemical marker of clinical condition.
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