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Abstract. From 2018 to 2023, a study was conducted on 89 (100%) patients
operated on for acute cholecystitis in the surgical department of the Storozhynets
Multidisciplinary Hospital for Intensive Care.

The goal is to study the clinical features of acute cholecystitis based on the results
of surgical treatment in the general surgery department of a multidisciplinary
district hospital for intensive care.

Materials and methods. From 2018 to 2023, 89 patients who underwent surgery
for acute cholecystitis were studied in the surgical department of the Storozhynets
Multidisciplinary Hospital for Intensive Care. Clinical, laboratory, instrumental
examinations, and surgical treatment were performed on 89 patients of various age
groups (from 18 to 74 years) with manifestations of acute cholecystitis. The patients
were divided into two groups. The diagnosis was confirmed clinically, laboratory,
by instrumental methods, intraoperative examination, and histological study of the
removed specimens. The state of changes in peripheral blood was assessed: the
number of erythrocytes, hemoglobin content, number of leukocytes, leukocyte
formula, erythrocyte sedimentation rate, and leukocyte intoxication index
according to the Kalf-Kalif formula. Statistical processing of the material was
performed using the t-test with the determination of the probability corresponding
to the Student's t-criterion. When performing statistical processing, the arithmetic
mean (M) and the reliability of differences in study results (p) relative to the
indicators of different groups were calculated. The results were considered reliable
when the confidence coefficient was less than or equal to 0.05.

Results. The results of our laparoscopic cholecystectomies for grade | and Il
(moderate) severity of acute cholecystitis (according to the International
Classification) showed a quantitative advantage in prioritizing the laparoscopic
method of surgical intervention. However, in the presence of a purulent-
inflammatory process in the hepatobiliary zone, priority is given to performing
cholecystectomy by the "open method," involving highly experienced surgeons in
the surgical team. This option of cholecystectomy is advisable mainly for severe
acute cholecystitis (stage 111 of the pathological process) with a purulent-necrotic
process in the hepatobiliary zone detected at the preoperative stage and in the case
of peritonitis. Contraindications for laparoscopic cholecystectomy include chronic
duodenal obstruction, gangrenous-perforative cholecystitis, and diffuse peritonitis.
Considering the features of surgical tactics for treating acute cholecystitis confirms
the need for its differentiated determination based on already developed tactical
and therapeutic recommendations, the effectiveness of which is evidenced by the
accumulated experience of the international school of surgeons and confirmed by
our clinical results.

Conclusions. 1. Laparoscopic cholecystectomy is currently performed for both
chronic and acute cholecystitis. 2. The most optimal time for performing
"laparoscopic cholecystectomy" is the first two days from the onset of the
inflammatory process in the gallbladder. 3. Performing laparoscopic
cholecystectomy considering anatomical landmarks according to the
recommendations for "safe cholecystectomy” by Steven Strasberg (1992, 1995 -
SVS) and Gary G. Wind (1999) is an effective component of successful laparoscopic
cholecystectomy for chronic cholecystitis and in the early stages of acute
inflammatory processes in the gallbladder. 4. For acute destructive cholecystitis,
the "elephant trunk" technique is practically preferred.
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PO3ITIAIMOPDOO®YHKIIIOHAJIBHUX 3MIH Y CKIIA/JOBUX TPHKYTHHUKA KAJIV/IO
IIPH TOCTPOMY XOJIEIJUCTHTI TA IX BILUIHB HA CIHEIU®IKY TEXHIKH
JIAITAPOCKOIIIYHOI XOJIEIIHCTEKTOMII Y XBOPHX HA TOCTPHH XOJIEIJHCTHUT
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Pestome. 3 2018 no 2023 pp. y xipypeiunomy 6iddinenni CmopodcuHeybkol
bacamonpoinbHoi NiKapHi IHMEHCUBHO20 NIKYBAHHA Nposeau 00cnioxceHHs 89
(100%) x6opux, sikux npoonepysan 3 NPUEOOY 20CMPO20 XONEYUCINUMY.

Mema oocnidsycenna — uguumu 0coOAUBOCMI KINIHIYHO20 nepebicy 20cmpozo
Xoneyucmumy 3a pe3yibmamamu OnepayiiHo2o NiKy8aHHs, 68 YMO8aX 3a2aibHO-
Xipypeiunozo 6i00ineHHs 0a2amonpoqhinbHoi pationHoi NIKAPHI THMEHCUBHO20
JIKYBAHHA.

Mamepian i memoou. 3a nepioo 3 2018 no 2023 pp. y xipypeiunomy 6i0dinenui
Cmopoocuneyvkoi  bazamonpo@inonoi  AiKapHi  iIHMEHCUBHO20  JUKYBAHHS
npogedeno docniodcennss 89 (100%,) xeopux, sAKUX NPOONEPOBAHO 3 NPUBODY
eocmpoeo  xoneyucmumy. — Kniniune,  1abopamophe,  iHcmpymenmanvhe
obcmedicenHst ma Xipypeiune JNiKyeanHs 6UKoHane 89 Xe0pum pPizHUX 6IKOGUX 2pYn
(6i0 18 00 74 pokis) i3 npossamu 2ocmpoco xoneyucmumy. Jocrioxncyeami xeopi
oynu  posnodineni Ha 08i epynu. [iaenoz niomeepoxicysascs  KIiHIUHO,
nabopamopno, IHCMPYMEHMANbHUMU Memodamu, inmpaonepayiinum
00CcmediceHHaAM Ma  2ICONOSTYHUM  OOCHIONCEHHAM BUOAIEHUX Npenapamis.
Iposoounu oyinky cmawy 3min y nepugepuuniii Kpogi: KilbKicmb epumpoyumis,
eMicm 2eMO2100IHY, KiIbKiCMb NelKoyumia, 1eUkoyumapHy Qopmyny, weuokicms
3CIOAHHS epumpoyumis, 1eukoyumapruil inoexc inmoxcurkayii 3a gpopmynoro Kalf-
Kalif. Cmamucmuuny 06pobxy mamepiany 30iCHIO8AIU 34 OONOMO20I0 t-mecmy 3
BU3HAUEHHAM IMOGipHOCMi, sKa 6ionosidanra t-kpumepito Cmowiodenma. Ilpu
npoGeodeHHi cmamucmuyHoi 06poOKU 0OUUCTIOBANU CEPEOHIO  apupmemuyny
senuuuny (M), docmogipnicmv pizHuysb pesyarbmamie 0ocriodcents (p) 6i0HOCHO
NOKa3HuKia piznux epyn. Pezynemamu esasicanuco 6ipocionumu y momy pasi, Koau
Koegiyicum docmosiprocmi Oye menwutl abo dopiguroeas 0,05.

Pezynomamu 0ocnioicenns ma ix 062060penns. Pe3ynomamu GUKOHAHUX HAMU
nanapockoniynux xoneyucmexmomiu npu 1 ma Il (cepeomvomy) cmyneni
msidickocmi nepebizy eocmpozo xoneyucmumy (3a Misxcnapoonoro knacugikayiero)
cpopmysanu KinbKicHy nepegazy 8 npiopumemi uOOpy 1anapocKoniuHo20 cnocooy
onepayitinozo émpyyanus. OOHAK, 3a YMOGU NPOAEY SHIUHO-3ANANLHO20 NPOYECY 6
2enamoOiniapHill 301i, NPIOPUMemom € GUKOHAHHSL XOJIeYUCTNEKMOMIT «BIOKPUMUM
Ccnocobomy, i3 3anyuenHam 00 Xipypeiunoi opueaou UCOKOO0OCBIOYEHUX XIPYP2is.
Taxuti eapianm Xxoaeyucmekmomii OOYINIbHO BUKOHYEAMU NEPeBadCHO Npu
msvicKomy nepebicy eocmpozo xoneyucmumy (III cm. po3gumky namono2iunozo
npoyecy) 3 6UABIEHUM HA O0ONEPAYIUHOMY emani cHIlIHO-HEKPOMUYHUM NPOYECOM
y eenamobiniapHiil 30HI Ma 3a yMO8U NEPUINOHIMY.

Ilpomunoxazannam 00 GUKOHAHHSA TANAPOCKONTYHOT XONEeYUCMEeKMOMIT € XpOHIUHA
O0YOOEHANbHA — HeNpOXiOHICMb, — 2AHZPEHO3HO-NEPPOPAMUGHUL  XOJEYUCTUM,
poznumuti  nepumonim. Bpaxyeanns ocobausocmetl  XipypeiuHoi  maxmuxu
JUKYBAHHA ~ 20CMpPO2O0  XOoleyucmumy  NiOmeepoxicye  Heobxionicme il
ougepenyiiiosanozo GusHAYeHHs HA NIOCMABI 8Jice ONPAYbOBAHUX MAKMUKO-
JIKYBANbHUX peKOMEHOAayill, eheKmusHicms AKUX 3aceioueHa HAKONUYeHUM
00C8I00M MINCHAPOOHOT WKOAU XipYpeie ma NiOmMeEepoNCena HauuMuy KiiHiYHUMU
pe3yibmamamu.

Bucnoexu. 1. Jlanapockoniyny xoneyucmexmomiio 8 Cy4acHux ymoeax 6UKOHYI0mMb
K NPU XPOHIYHOMY, MAK i 20CMpomy xoieyucmumi. 2. Hatbinow onmumaisHum
MEPMIHOM ~ BUKOHAHHS onepayitinozo 8MPYUAHHSL «1anapocKkoniuna
XOaeyucmekmomisy € nepuii 08 006U 8i0 NOYAmMKy aKmueayii 3anaibHo2o npoyecy
6 owcogunomy mixypi. 3. Bukowamms nanapockoniunmoi xoneyucmexmomii 3
VPAXyBaAHHAM AHAMOMIYHUX OPIEHMUPIE 32I0HO 3 PEKOMEHOAYIAMU 3 BUKOHAHHS
«besneunoi xoneyucmexmomiin 3a Cmisenom Cmpazbepeom(1992,1995 p. — SVS)
ma Gary.G. Wind (1999 p.), € egpexmuenoro cxkiadoeorw ycnixy O00CKOHANO20
BUKOHAHHS IANAPOCKONIYHOT XONeYUCMeKMOMI npu XPOHIYHOMY Xoaeyucmumi ma
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3a YMO8U aKmueayii 20Cmpoz20 3andaibHO20 NPoYecy Ha NOYAMKOBOMY emani
Gopmysanna 3ananvhozo npoyecy 6 owcogunomy mixypi. 4. Ilpu cocmpomy
0eCmpyKmuGHOMY XOJIEYUCTNUMI NPAKMU4Hy nepesazy Mac Memoouka «xobom

CJIOHAa».
Introduction. In Ukraine, 15-20% admitted into
surgical department are the patients with acute

inflammation of the gallbladder. 48 to 50% of them are 60-
70-year old patients [2,3]. In acute cholecystitis, the
dynamics of inflammatory process in the hepatobiliary area
quickly acquires a dangerous manifestation of an
infiltrative-inflammatory nature. Such changes in the area
of Calot’s triangle cause an increasing risk of sub- and
postoperative complications [2-4]. This fact requires a
clear differentiation of criteria to select tactical and
therapeutic measures and consider sub-operative
anatomical features for the safe performance of surgery [1,
2-3,71].

Obijective. To study peculiar features of the influence
of pathomorphological changes in the area of Calot’s
triangle in acute destructive cholecystitis and determine the
optimal list of criteria to perform safe cholecystectomy.

Materials and methods. 89 (100 %) patients operated
on for acute cholecystitis were examined at the surgical
department of Storozhynets Multidisciplinary Intensive
Care Hospital from 2018 to 2023. The diagnosis was
confirmed clinically, by means of laboratory and
instrumental methods, intra-operation examination and
histological studies of the specimens removed. 28
(31,46%) men and 61 (68,5 %) women were examined
(Table 1).

Table 1

Distribution of patients by number and gender

Group of patients Number of men

Number of women

General number of patients (n)

Examined patients 29 (32,58%)

60 (67,41%)

89 (100%)

Table 2
Distribution of patients of both groups by their age
N Group of patients Distribution by age Age (M+m)
18-44 years | 45-59 years | 60-74 years 75-90 years
Total number of patients 89 (100%) 4 (4,49%) 24 (26,96%) | 61 (68,12%) - 56+3,3

An average age of patients was 56+3,3 years (Table 2).
The ratio of men to women was 1:2. The majority of
patients were of a middle and old age groups from 45 to 74
years (on an average 56+3,3) (Table 3). 4 patients (4,49%)
under 30 were operated on. The number of patients
operated laparoscopically prevailed in their number and
age — 77 patients (86,5%). 12 patients (13,48) underwent
open surgery (Tables 1-2). The analysis of the study
conducted indicated that the most probable time of
hospitalization was 51+£26 hours (from 24 to 78 hours)
(Table 3), and the patients aged 60-74 prevailed (50
patients — 56,17%). Considering peculiarities of the
manifestation of the disease and concomitant pathology, all
the patients were prepared 12-24 hours before surgery. In
case of a destructive process in the gallbladder, surgery was
performed within 12 hours since the moment of admission
to the hospital. When the disease lasted for 4-5 days
resulting in the formation of an infiltrative process,
comprehensive antibacterial therapy was conducted
followed by individual determination of indications for
surgery [4]. In case purulent-inflammatory process
manifested in the hepatobiliary area with the signs of
peritonitis, open cholecystectomy was prioritized
involving highly qualified specialists into the team of
surgeons. Chronic duodenal obstruction, gangrenous-
perforating cholecystitis, and diffuse peritonitis were
contraindications for performing laparoscopic
cholecystectomy. In these cases, the surgery was
exclusively open. During laparoscopic cholecystectomy,
under conditions of an infiltrative process formed, puncture
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decompression of the gallbladder with aspiration of its
liquid contents was performed (Fig. 3-a).

When laparoscopic cholecystectomy was performed, a
careful and step-by-step  dissection of the elements of
Calot’s triangle was carried out with identification of its
components. To remove destructively changed gallbladder
auxiliary technical means were used, that made it
impossible for infected biological components enter the
abdominal cavity and operative wound. Those were a
container, wound dilators adapted for laparoscopic access
or operative-technical methods including extracorporeal
removal of contents from the container due to elimination
of the calculi with a Luer clamp, dilation and retraction of
the paraumbilical access, and the use of aspiration devices.
The anatomical landmarks for performing safe
cholecystectomy recommended by Stephen Strasberg (in
1992, 1995 — SVS) and Gary.G. Wind (in 1999) were
considered suboperatively [5, 11].

The main technical difficulties occurring when
performing cholecystectomy in the examined patient with
acute calculous cholecystitis were associated with sclerotic
changes in the gallbladder and infiltrative process in the
area of Calot’s triangle (Table 4).

Different types of surgery in acute cholecystitis are
demonstrated in Table 5.

The following tactic-therapeutic measures were carried
out in surgery:

Laparoscopic cholecystectomy was performed as soon
as possible before infiltrative or determined sclerotic
changes were formed in the area of the gallbladder (Fig.1).


http://e-bmv.bsmu.edu.ua/

BykoBUHCHKHIA MeuaHui BicHUK. 2024. T. 28, Ne 2 (110)

ISSN 1684-7903

http://e-bmv.bsmu.edu.ua

Original research

Table 3
Distribution of patients by age and time since the onset of the disease and hospitalization
Distribution by age
Age
Age 18-44 years 45-59 years 60-74 years M+m
and >
hours hours hours
Time of hospitalization 6 6 |24 > | 6 6 24 | 78 | 6 6 24 | >
since the onset | | | | | | | | | | | \
of the disease 12| 24 | 78|78 |12 | 24 78 > |12 | 24 78 | 78
Open - 1 - - - 1 5 - - 2 3 - 58+
Cholecystectomy 3,3
(12 - patients 0 (112 0| 0| 0 |112|561| O 0 1224(337| 0
Type 13,48%) % | % | % | %|%| % % % | % | % % | %
of Number of patients
surgery by age"[’% 1-1,12% 6 - 6,74% 5_5,61%
Laparoscopic - 1 2| -1 5 17 - 4 9 38 -
cholecystectomy
(77 patients 0 1, [ 2,101, | 5 19, 0 4,110, | 42, | O
86,5%) 12 | 24 12| 61 10 49 | 11 69 4+
% | % | %|%| %] % | % | % | %| % | % |%]| 33
Number of patients 3-337% 29— 32,58% 5157, 30%
by age, %
Total number of patients 1+3=4 6+23 =29 51+5=>56 56+
(89 - patients 100%) (4,49) (32,58%) (62,92 %) 3,3
Table 4

Causes of technical difficulties occurring when performing cholecystectomy in the examined patient with acute

calculous cholecystitis

1 grou 1T grou
Cause (r?zlzr)) (ng=77)IO

Sclerosed gallbladder 3(423%) | 3(4,23%)

Infiltration in the body of the gallbladder 4 (4,49 %) | 42 (47,19%)

Infiltration in the neck of the gallbladder 2 (2,24 %) | 15 (16,85%)

Marked infiltrative changes in the wall of the gallbladder| 2 (2,24%) 5 (5,61%)

Intraoperative perforation of the gallbladder 0 (%) 3(3,37%)

Bleeding from the gallbladder bed 1(1,12 %) 2 (2,24%)

Bleeding from the cystic artery 0 (%) 0 (0%)

Intrahepatic location of the gallbladder 0 (%) 4 (4,49 %)

Table 5
Surgery performed in patients with acute calculous cholecystitis
Open cholecystectomy | Laparoscopic Total (n=89

Type of surgery (nglz) g y chglecystegtomy (n=77) ( )
Open cholecystectomy 9(11,11%) 0 (%) 9(11,11%)
Laparoscopic cholecystectomy 0 (%) 71 (79,77%) 71 (79,77%)
Conversion + cholecystectomy 0 (%) 3 (3,37%) 3 (3,37%)
Laparoscopic cholecystectomy + removal of stones
from the gallbladder Y 0 (%) 0 (%) 0 (%)
Endoscopic papillosphincterotomy + Laparoscopic |0 (%) 1 (1,12%) 1(1,12%)
cholecystectomy
Laparoscopic cholecystectomy + Endoscopic 0 (%) 2 (2,24%) 2 (2,24%)
papillosphincterotomy
Open cholecystectomy + revision of the common bile duct | 3 (3,37%) 0 (%) 3 (3,37%)
Total 12 (13,48%) 77 (86,51%) 89 (100%)
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Fig 1. Morphological signs of sclerotic changes in the
wall of the gallbladder

1. The nature of inflammatory changes in the area of
gallbladder was estimated in order to determine anatomical
features in the area of Calot’s triangle (Fig. 2-3).

2. Peculiarities of anatomical changes caused by an
inflammatory process in the superior-horizontal area of the
duodenum, hepatoduodenal ligament, antral portion of the
stomach and the area of the transverse colon close to the
gallbladder were considered.

3. Before deciding the sequence of the dissection stage
and taking into account the inflammatory changes in the
gallbladder, the surgeons focused on several parameters.
They are the location of Reviere’s notch, considered the
condition of the superior-horizontal area of the duodenum,
location of the round ligament of the liver, and the part of
the anterior wall of the transverse colon close to the
gallbladder (Fig.2).

4. The cystic artery and the cystic duct are the only

2[)

structures combined with the neck of the gallbladder which
was confirmed suboperatively (Fig. 2 - D, E; Fig. 3 - e, f).

5. Special attention was paid to the peculiarities in the
location of the lymph node in the area of the neck of the
gallbladder, since the cystic artery is often located behind
it (Fig. 2, A-C).

6. The most optimal variant of dissection of the neck of
the gallbladder was determined under the supervision of an
experienced surgeon. The priority of performing this stage
was “from down to up” in the inferior lateral area of the
neck of the gallbladder (Fig. 3-5).

7.The lower part of the gallbladder bed was
immobilized along its lateral margin (Fig. 3 b, c, d).

8. After the elements of Calot’s triangle were released
from infiltrative and adhesive components, attention was
focused on the stage of separate clipping of the cystic artery
and cystic duct (Fig.2 F; 3 e, ).

9. When separate isolation of Calot’s triangle elements
was impossible due to destructive cholecystitis,
cholecystectomy according to “elephant’s trunk” method
was performed, and the risk of an increased probability of
possible injury to the common bile duct was considered.

10. Complete release of the cystic duct and cystic artery
from the adjacent tissues is the guarantee to perform safe
laparoscopic cholecystectomy most frequently performed
in patients with chronic cholecystitis within 48 hours since
the onset of activation of the inflammatory process, mainly
among the patients under 45 (Fig.1).

2F

Fig. 2. Suboperative stages of separate dissection of Calot’s triangle elements according to the method of “safe
cholecystectomy” by Stephen Strasberg (in 1992, 1995 - SVS) and Gary.G. Wind (in 1999)
24- identification of the location of the cystic duct and cystic artery; 2 B, C — dissection in the area of the cystic duct
in the direction to the inferior-lateral area and upwards; 2 D, E — separate isolation of the cystic duct and cystic artery;
2 F — separate clipping of the cystic duct and cystic artery

100


http://e-bmv.bsmu.edu.ua/

BykoBUHCHKHIA MeuaHui BicHUK. 2024. T. 28, Ne 2 (110)

ISSN 1684-7903 http://e-bmv.bsmu.edu.ua

Original research

Fig. 3. Suboperative anatomical landmarks according to the recommendations of performing “safe
cholecystectomy ” and dissection of the inferior lateral area of the gallbladder

3(a)-

performed decompression of the gallbladder with aspiration of its liquid contents; 3 (b,c,d.)— priority

area of gallbladder dissection; 3 (e,f.) — completed bilateral dissection of Calot’s triangle elements above Reviere’s
notch

11. With the signs of infiltrative changes in order to
reduce the risk of clip failure or detachment from the
anatomical structures, two clips were applied in a distal
direction and one — in the proximal direction (on the cystic
artery and cystic duct). In case anatomical changes of the
specified anatomical structures were preserved and a long
stump was possible to form with intersection of the cystic
artery and cystic duct, one clip in the distal and proximal
directions was applied (Fig. 2 F).

12. After the stage of gallbladder coagulation (from up
to down) eramy KoaryJsIiii JIoka )OBYHOTO MixXypa (3ropu
nouu3y) drainage of the subhepatic space was carried out
with the drainage removed through a separate lateral
contraperture access in the right subcostal area.

13. Accumulated liquid including blood, washing
solution, bile, inflammatory exudate were extracted by
means of vacuum aspiration through the central port in the
epigastric area.

14. Joint work in the team of surgeons having skills of
laparoscopic surgery and an experienced specialist having
the skills of traditional open cholecystectomy, allowed the
possibility to timely conversion that decreased
considerably the duration and risk of surgery performed.

15. When the cystic artery was isolated, attention was
focused on localization and morphological changes in the
area of the lymph node located close to the neck of the
gallbladder. Careful layer-by-layer dissection in the “from
up to down” direction enabled to perform the safest variant
of isolation of this portion with minimum risk to injure the
cystic artery and other Calot’s triangle structures.

16. Before removal of the gallbladder from the
abdominal cavity, the gallbladder was placed into the
container and removed through the access in the
paraumbilical area.

17. In our opinion, with destructive changes in the area
of Calot’s triangle the variant of laparoscopic
cholecystectomy optimal for chronic cholecystitis
according to the methods recommended by Stephen
Strasberg (in 1992, 1995 - SVS) and Gary.G. Wind (in
1999) is inferior to a more practical “elephant’s trunk”
method under such circumstances.

18. Probable  suboperative  complications  were
minimized due to involvement of an experienced surgeon-
consultant into the team that allowed successful
performance of 89 (100%) cholecystectomy without lethal
outcome and complications.

The results of our performed cholecystectomies with |
and Il (moderate) degrees of severity of acute cholecystitis
(according to the International classification) formed a
guantitative advantage in the priority of choosing
laparoscopic method of surgery.  Nevertheless, when
purulent-inflammatory process is manifested in the
hepatobiliary area, open cholecystectomy should be
prioritized, and highly qualified surgeons involved into the
team. This variant of cholecystectomy is reasonable in
severe acute cholecystitis (III degree of pathological
process) with purulent-necrotic process found in the
hepatobiliary area and peritonitis before surgery.

Contraindications to perform laparoscopic
cholecystectomy are chronic duodenal obstruction,
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gangrenous-perforating  cholecystitis, and  diffuse
peritonitis.Taking into account the peculiarities of surgical
tactics in the treatment of acute cholecystitis confirms the
necessity for its differentiated definition based on already
developed tactical and therapeutic recommendations, the
effectiveness of which is evidenced by the accumulated
experience of the international school of surgeons [8-10,
12] and our own clinical results.

Conclusions

1. In modern conditions, laparoscopic cholecystectomy
is performed both for chronic and acute cholecystitis.

2. The most optimal term to perform laparoscopic

of the inflammatory process in the gallbladder.

3. Performance of laparoscopic cholecystectomy
considering anatomical landmarks according to the
recommendations of safe cholecystectomy by Stephen
Strasberg (in 1992, 1995 - SVS) and Gary.G. Wind (in
1999), is an effective component of a successful perfect
performance of laparoscopic cholecystectomy in chronic
cholecystitis and when acute inflammatory process is
activated at the initial stage of inflammatory process
formation in the gallbladder.

4.In case of acute destructive cholecystitis, the
“elephant’s trunk” method has a practical advantage.

cholecystectomy is the first two days since the activation
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