
IOSR Journal of Dental and Medical Sciences (IOSR-JDMS) 

e-ISSN: 2279-0853, p-ISSN: 2279-0861.Volume 20, Issue 8 Ser.9 (August. 2021), PP 59-62 

www.iosrjournals.org 

 

DOI: 10.9790/0853-2008095962                              www.iosrjournal.org                                                 59 | Page 

Open Cholecystostomy Under Local Anesthesia: A Case 

Report. 
 

Nikolaos Tepelenis 
1
, Kostas Tepelenis 

2*
, Stefanos K. Stefanou

3
, Christos K. 

Stefanou
4
,Maria – Alexandra Kefala 

5
, Apostolos K. Paxinos 

6
, Thomas Tsiantis 

7
,Konstantinos Vlachos

 1 

1Department of Pathology, Agia Sofia Children’s Hospital, Athens, 11527, Greece. 
2Department of Surgery, University Hospital of Ioannina, Ioannina, 45500, Greece. 

3 Department of Surgery, General Hospital of Ioannina “G. Xatzikosta”, Ioannina, 45500, Greece. 
4 Department of Surgery, General Hospital of Filiates, Filiates, 46300, Greece. 

5 Pediatrician, Ioannina, 45500, Greece. 
6 Department of Urology, General Hospital of Preveza, Preveza, 48100, Greece. 

7 Department of Obstetrics and Gynecology, University Hospital of Ioannina, Ioannina, 45500, Greece. 

Corresponding author: Kostas Tepelenis MD, MSc 

Address: Vellas 30, Kardamitsia, Ioannina, Greece 

Telephone number: +302651038047 

 

Abstract: 
Background: More than 6% of elderly patients will develop severe acute cholecystitis.  

Case presentation: We report a 91-year old male who appeared in the emergency department with diffuse 
abdominal pain associated with fever and vomiting. Clinical examination, laboratory tests, and imaging 

modalities confirmed the diagnosis of grade III acute cholecystitis. A percutaneous cholecystostomy under 

ultrasound guidance was performed. However, after seven days, the patient's condition aggravated, and soon he 

became septic. Due to the patient's poor general condition and comorbidity, an open cholecystostomy under 

local anesthesia was carried out. 

Conclusion: In elderly patients with acute cholecystitis, the treatment options are based on the severity of the 

disease and the patient's physical condition. Cholecystostomy can be achieved percutaneously (first option), 

endoscopically (more demanding alternative), or surgically. If need be, cholecystostomy under local anesthesia 

is feasible and lifesaving, but further investigation is needed. 
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I. Introduction 
According to the World Health Organization, life expectancy in Greece is 81.5 years. Given the 

increased incidence of cholelithiasis with age, acute cholecystitis is one of the most common emergency 
surgical diseases. Older people are at higher risk of developing an episode of acute cholecystitis, and more than 

6% of these cases will develop severe acute cholecystitis [1].  

In elderly patients with grade II-III acute cholecystitis, there are two therapeutic options. The first one 

is early laparoscopic cholecystectomy if the patient is a suitable candidate for surgical operation: Charlson 

Comorbidity Index (CCI) ≤5, American Society of Anesthesiologists Physical Status classification (ASA-PS) 

≤2, and lack of jaundice, neurological dysfunction, and respiratory dysfunction. Otherwise, early/urgent biliary 

drainage followed by delayed laparoscopic cholecystectomy is a safe alternative [2]. Cholecystostomy can be 

performed percutaneously, endoscopically, or surgically [3, 4].  

 

II. Case Report 
A 91-year-old male visited the emergency department with a history of abdominal pain localized in the 

right hypochondrium the previous three days. The pain was described as acute and constant, and it was 

associated with fever and vomiting. According to his past medical history, the patient suffered from diabetes, 

hypertension, chronic obstructive pulmonary disease, and benign prostatic hyperplasia, all under treatment. A 

pacemaker was also installed ten years ago. 
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Abdominal examination disclosed rebound tenderness in the right hypochondrium and a positive 

Murphy sign. His vital signs were as follow: Θ = 38.7 °C, beats 81 / minute, breaths 18 / minute, blood pressure 

100/60 mmHg. Oxygen saturation was 91% with nasal oxygen delivery at 4 lt / min, while the PaO2 / FiO2 ratio 

was 270. 

Laboratory studies revealed elevated inflammation markers (WBC 17000/μl, NEUT 85.2%, and CRP 

458 mg/L), urea (118 mg/dl), creatinine (2.2 mg/dl) as well as hyponatremia (Na 118 meq / l). Abdominal 

ultrasound showed a hydropic gallbladder 11 x 5.7 cm with stratification of the thickened wall (6mm), 

sedimentary contents, pericholecystic fluid, and a slight increase in the vascularity of the wall.  

The patient was admitted to the surgical department for hydration and antibiotics, particularly 

meropenem and metronidazole. The next day an urgent computed tomography of the abdomen was obtained as 
the patient's condition deteriorated. Radiological findings confirmed acute cholecystitis grade III diagnosis, and 

a percutaneous cholecystostomy was performed under ultrasound guidance. In the following days, symptoms 

were alleviated, and the patient recovered. 

However, his health degenerated quickly on the 7th day of hospitalization, and the patient became 

septic. Computed tomography of the abdomen revealed pleural effusions, hydropic and swollen gallbladder, and 

free fluid in the right paracolic gutter, between bowel loops, and Douglas's pouch. The percutaneous 

cholecystostomy tube was no more inside the gallbladder, but it was folded along its wall. A cholecystectomy 

was carried out under local anaesthesia due to the patient's poor general condition and comorbidity. The 

decision was taken after close consultation with interventional radiologists and anesthesiologists.  

Although the patient recuperated well from his operation, he experienced a sharp drop in the level of 

consciousness six days later. In a short time, he responded only to the application of painful stimuli. Computed 

tomography of the brain disclosed marked atrophy and scattered micro ischemic lesions. Even though 
neurologists recommended intubation, his relatives refused, and the patient died the following day. 

 

III. Discussion 
Cholelithiasis is the presence of gallstones in the gallbladder. It is estimated that 10-20% of adults in 

the United States of America have gallstones, while the prevalence of cholelithiasis in Europe is similar, but it 

seems to be lower in Asia and Africa [5, 6]. Less than half of patients with gallstones will become symptomatic 

eventually with an annual incidence of 1-3% [7]. 

Acute cholecystitis could be the first manifestation of the disease in about 10-15% of cases. It is mainly 

caused by the obstruction of the cystic duct from gallstones. Calculous cholecystitis accounts for 90% of all 
cases, while 10% represent acalculous cholecystitis [6]. Older people are at higher risk of developing an episode 

of acute cholecystitis, and more than 6% of these cases develop severe acute cholecystitis [1]. 

The severity of acute cholecystitis is classified as Grade I (mild), Grade II (moderate), and Grade III 

(severe) according to Tokyo Guidelines 2018. Patients should also be evaluated for existing comorbidity and 

physical condition. CCI and ASA-PS scores are used to assess whether a patient can undergo a surgical 

operation or not [10]. For grade I-II acute cholecystitis, if the patients meet the criteria of CCI≤5 and ASA-

PS≤2, early laparoscopic cholecystectomy is recommended. For grade III acute cholecystitis, if the patients meet 

the criteria of CCI≤5 and ASA-PS≤2 and lack negative predictive factors (jaundice, neurological dysfunction, 

respiratory dysfunction), early laparoscopic cholecystectomy is indicated. Otherwise, early/urgent biliary 

drainage followed by delayed laparoscopic cholecystectomy once the patients’ condition has improved is 

considered a safe alternative. It is worth noting that early laparoscopic cholecystectomy in grade II-III acute 
cholecystitis should be performed by experienced surgeons [2]. 

In elderly patients with Grade II or III acute cholecystitis who are not eligible for surgical treatment, 

cholecystostomy is the first step towards stabilizing patients to reduce morbidity and mortality [2, 9, 10]. The 

next step is the administration of intravenous fluids and broad-spectrum antibiotics. The question that arises is 

when it is the ideal time for laparoscopic cholecystectomy. It seems that early cholecystectomy at the same 

admission reduces readmission rates in elderly patients and is associated with lower overall healthcare costs [2, 

11, 12]. 

There are three ways to perform gallbladder drainage: percutaneous ultrasound-guided transhepatic, 

endoscopic ultrasound-guided transmural, and open cholecystostomy [3, 4]. Percutaneous ultrasound-guided 

transhepatic cholecystostomy should be the first alternative in patients at high surgical risk as it is simple to 

perform, less invasive, and with lower complications than open cholecystostomy [3, 13]. Endoscopic 

ultrasound-guided transmural cholecystostomy is equal to percutaneous as regards success rate and adverse 
events. However, it is a technically challenging procedure that can be performed only by skilled 

pancreaticobiliary endoscopists from high-volume centres [4, 14]. Even though cholecystostomy is a life-saving 

intervention, it can increase morbidity during the recovery period. The most common complications are 

choledocholithiasis at 44%, tube displacement at 27%, and abscess formation at 23% [15]. In our case, the initial 
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percutaneous cholecystostomy probably moved out of place, and there was no possibility of a new attempt. 

Therefore, an open cholecystostomy under local anesthesia was considered inevitable. 

 

IV. Conclusion 
In elderly patients with acute cholecystitis, the treatment options are based on the severity of the 

disease and the patient's physical condition. In the case of grade I-II acute cholecystitis, if patients are at low 

operative risk (CCI≤5 and ASA-PS≤2), early laparoscopic cholecystectomy can be carried out safely. In the 

event of grade III cholecystitis, if patients are eligible for surgery (CCI≤5 and ASA-PS≤2) without negative 
predictive factors (jaundice, neurological dysfunction, respiratory dysfunction), early laparoscopic 

cholecystectomy is indicated. For high-risk patients (CCI≥5, ASA-PS≥2, jaundice, neurological dysfunction, 

and respiratory dysfunction) with grade II-III acute cholecystitis, early/urgent gallbladder drainage is 

recommended. Percutaneous ultrasound-guided transhepatic cholecystostomy is the first alternative for high-risk 

patients because it is simple and safe, whereas endoscopic ultrasound-guided transmural cholecystostomy is 

demanding. If need be, cholecystostomy under local anesthesia is feasible and life-saving, but further 

investigation is needed. 

 

Abbreviation: 

ASA-PS:American Society of Anesthesiologists Physical Status classification 

CCI: Charlson Comorbidity Index 

Acknowledgements:None. 
Financial Support / Funding:This research did not receive any specific grant from funding agencies in the 

public, commercial, or not-for-profit sectors. 

Disclosure statement:The authors report no conflict of interest. 

Consent for publication:Written informed consent was obtained from the patient prior to publication. 

Ethical approval:Not required. 

 

Author contribution: 

1. Tepelenis N: Study conception and design, drafting of manuscript. 

2. Tepelenis K: Study conception and design, drafting of manuscript. 

3. Stefanou SK: Literature search and acquisition of data. 

4. Stefanou CK: Literature search and acquisition of data. 
5. Kefala MA: Analysis and interpretation of data. 

6. Paxinos AK: Analysis and interpretation of data. 

7. Tsiantis T: Critical revision. 

8. Vlachos K: Final approval of the version to be submitted. 

All the authors agreed to be accountable for all aspects of the work in ensuring that questions related to the 

accuracy or integrity of any part of the work are appropriately investigated and resolved. 

 

References 
[1]. Lee SW, Yang SS, Chang CS, Yeh HJ. Impact of the Tokyo guidelines on the management of patients with acute calculous 

cholecystitis. J GastroenterolHepatol. 2009;24(12):1857-1861. 

[2]. Takada T. Tokyo Guidelines 2018: updated Tokyo Guidelines for the management of acute cholangitis/acute cholecystitis. J 

Hepatobiliary Pancreat Sci. 2018;25(1):1-2. 

[3]. Chopra S, Dodd GD 3rd, Mumbower AL et al. Treatment of acute cholecystitis in non-critically ill patients at high surgical risk: 

comparison of clinical outcomes after gallbladder aspiration and after percutaneous cholecystostomy. AJR Am J Roentgenol. 

2001;176(4):1025-1031. 

[4]. Yang MJ, Yoo BM, Kim JH et al. Endoscopic naso-gallbladder drainage versus gallbladder stenting before cholecystectomy in 

patients with acute cholecystitis and a high suspicion of choledocholithiasis: a prospective randomised preliminary study. Scand J 

Gastroenterol. 2016;51(4):472-428. 

[5]. Halldestam I, Kullman E, Borch K. Incidence of and potential risk factors for gallstone disease in a general population sample. Br J 

Surg.  2009;96(11):1315-1322. 

[6]. Kimura Y, Takada T, Kawarada Y et al. Definitions, pathophysiology, and epidemiology of acute cholangitis and cholecystitis: 

Tokyo Guidelines. J Hepatobiliary Pancreat Surg. 2007;14(1):15-26. 

[7]. Kimura Y, Takada T, Strasberg SM et al. TG13 current terminology, etiology, and epidemiology of acute cholangitis and 

cholecystitis. J HepatobiliaryPancreatSci. 2013;20(1):8-23. 

[8]. Yokoe M, Hata J, Takada T et al. Tokyo Guidelines 2018: diagnostic criteria and severity grading of acute cholecystitis (with 

videos). J HepatobiliaryPancreatSci. 2018;25(1):41-54. 

[9]. Silberfein EJ, Zhou W, Kougias P et al. Percutaneous cholecystostomy for acute cholecystitis in high-risk patients: experience of a 

surgeon-initiated interventional program. Am J Surg. 2007;194(5):672-677. 

[10]. Lee KT, Wong SR, Cheng JS, Ker CG, Sheen PC, Liu YE. Ultrasound- guided percutaneous cholecystostomy as an initial treatment 

for acute cholecystitis in elderly patients. Dig Surg. 1998;15(4):328-332.  

[11]. Riall TS, Zhang D, Townsend CM Jr, Kuo YF, Goodwin JS. Failure to perform cholecystectomy for acute cholecystitis in elderly 

patients is associated with increased morbidity, mortality, and cost. J AmCollSurg. 2010;210(5):668-679. 

[12]. Akyürek N, Salman B, Yüksel O. Management of acute calculous cholecystitis in high-risk patients: percutaneous cholecystotomy 

followed by early laparoscopic cholecystectomy. SurgLaparoscEndoscPercutanTech. 2005;15(6):315-320. 



Open Cholecystostomy Under Local Anesthesia: A Case Report. 

DOI: 10.9790/0853-2008095962                              www.iosrjournal.org                                                 62 | Page 

[13]. Davis CA, Landercasper J, Gundersen LH, Lambert PJ. Effective use of percutaneous cholecystostomy in high-risk surgical 

patients: techniques, tube management, and results. ArchSurg. 1999;134(7):727-731. 

[14]. Itoi T, Kawakami H, Katanuma A et al. Endoscopic nasogallbladder tube or stent placement in acute cholecystitis: a preliminary 

prospective randomized trial in Japan (with videos). GastrointestEndosc. 2015;81(1):111-118. 

[15]. Furtado R, Le Page P, Dunn G, Falk GL. High rate of common bile duct stones and postoperative abscess following percutaneous 

cholecystostomy. Ann R CollSurgEngl. 2016;98(2):102-106. 

 

 

 

 

Kostas Tepelenis MD, MSc, et. al. “Open Cholecystostomy Under Local Anesthesia: A Case 

Report.’’ IOSR Journal of Dental and Medical Sciences (IOSR-JDMS), 20(08), 2021, pp. 59-62. 

 

 

 


