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ABSTRACT

In Mexico, cholecystectomy is the most common surgical 
procedure in general surgery. Enhanced recovery programs 
in surgery aim to provide efficient treatment based on the 
best scientific evidence. This document aims to optimize 
the outcome of patients undergoing cholecystectomy in 
our country based on a series of recommendations issued 
by experts from different institutions and based on the best 
scientific evidence available to date. It is aimed at surgeons 
working in public institutions and private sectors. It seeks 
to promote strategies for improved surgical recovery and a 
safe cholecystectomy to offer our patients the best possible 
surgical outcome.

RESUMEN

En México, la colecistectomía es el procedimiento quirúr-
gico más frecuente en cirugía general. Los programas de 
recuperación mejorada en cirugía tienen como principal 
objetivo brindar un tratamiento eficiente basado en la 
mejor evidencia científica. El presente documento busca 
optimizar el desenlace quirúrgico de los pacientes someti-
dos a colecistectomía en nuestro país, a partir de una serie 
de recomendaciones emitidas por expertos de diferentes 
instituciones y basadas en la mejor evidencia científica dis-
ponible hasta este momento. Está dirigida tanto a cirujanos 
que trabajan en instituciones públicas como aquellos en 
el sector privado, además busca difundir estrategias para 
una recuperación quirúrgica mejorada y, ante todo, para 
una colecistectomía segura, con el objetivo de ofrecer a 
nuestros pacientes el mejor desenlace quirúrgico posible.
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INTRODUCTION

Gallbladder lithiasis is a frequent condition 
in our environment and the leading 

cause of cholecystitis and biliary colic. 
In Mexico, cholecystectomy is the most 
frequently performed surgical procedure in 
general surgery.1 In spite of the technological 
advances and the different modifications in 
the conventional technique for performing 
cholecystectomy, the procedure continues to be 

performed in our country both by conventional 
open and laparoscopic routes. The main 
objective of enhanced recovery programs in 
surgery is to provide efficient treatment based 
on the best scientific evidence to shorten the 
postoperative recovery time of patients, reduce 
the incidence of complications inherent to 
hospitalization and surgical treatment, and, 
consequently, reduce hospital costs. One of 
the initiatives of the Mexican Association of 
General Surgery (AMCG) A.C. is to issue a series 
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of recommendations that support national 
surgeons to have better surgical results, with the 
sole objective of increasing the quality of care of 
the Mexican population.2,3 The above applies 
to the different modalities of the procedure 
and in any type of institution in the country; 
these are general recommendations applicable 
to all cases.

MATERIAL AND METHODS

This work aimed to reach a consensus of 
experts to issue recommendations during the 
preoperative, intraoperative, and postoperative 
periods to improve the surgical outcomes of 
patients who underwent cholecystectomy. 
All these recommendations are based on 
the best available scientific evidence and 
are oriented to general surgeons nationwide. 
For the purposes of these guidelines, a 
consensus was reached using the Delphi panel 
methodology, with the participation of two 
types of experts: firstly, surgeons with training 
in hepatopancreatobiliary surgery and/or 
transplant and/or oncologic surgery and with 
particular interest in this area; and secondly, 
general surgeons with extensive experience in 
cholecystectomy, who have performed more 
than 50 cholecystectomies per year during the 
last 10 years.4,5 A total of 32 questions were 
developed, then submitted to the panel for 
consideration and answered based on the best 
available evidence. The answers were stated 
as statements and submitted electronically to 
an anonymous vote for electronic approval 
to ascertain the level of agreement with the 
statements. After three rounds, a consensus 
percentage of greater than 80% was reached 
in 28 statements; in one case, the agreement 
was 77%, and in three cases, there was no 
consensus. All the experts approved the final 
document. None of the authors declared a 
conflict of interest.

The recommendations are based on the 
level of evidence available, according to the 
Grading of Recommendations Assessment, 
Development and Evaluation (GRADE) 
classification: grade A, level 1 evidence 
corresponding to randomized clinical trials; 
grade B, corresponding to level 2 or 3 evidence, 
are cohort or case-control studies; grade 

C, recommendations based on studies with 
level 4 evidence, that is, case series or cohort 
studies of poor quality; and grade D, which are 
recommendations based on level 5 evidence, 
corresponding to expert opinion. The quality 
of the evidence for each recommendation 
was classified as high, moderate, low, or very 
low. The grade of each recommendation was 
assigned as strong (recommended) or weak 
(suggested).2,6

RESULTS

Recommendations

Preoperative

1. In which cases is cholecystectomy 
r e c o m m e n d e d  f o r  a s y m p t o m a t i c 
cholelithiasis?

At  p resen t ,  cho lecys tec tomy i s  no t 
recommended when incidental lithiasis is 
found.7-9 Although there are circumstances 
in which the risk/benefit of prophylactic 
cholecystectomy can be evaluated, such 
as patients on transplant protocol, patients 
on the protocol for bariatric surgery, and 
regions with a high risk of gallbladder cancer, 
there is no consensus to date to recommend 
cholecystectomy in asymptomatic patients 
routinely.10-13

Percentage of agreement: 61.5%. Level of 
evidence: 2, grade: B, recommendation: strong.

2. Is gallbladder dyskinesia an indication of 
cholecystectomy?

The diagnosis of biliary dyskinesia within the 
functional disorders of the gallbladder and 
biliary sphincter is based on the definition of 
Rome IV guidelines.14 Although gallbladder 
dyskinesia is associated with concomitant 
gastrointestinal disorders, cholecystectomy 
can provide relief of symptoms secondary to 
functional gallbladder disorder in most adult 
patients (> 90%). Therefore, cholecystectomy 
is considered the standard treatment for biliary 
dyskinesia, as up to 90% of patients have 
symptomatic relief.15-18
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Although gallbladder dyskinesia is associated 
with concomitant gastrointestinal disorders, 
cholecystectomy can provide relief of symptoms 
secondary to functional gallbladder disorder 
in most adult patients (> 90%). Therefore, 
cholecystectomy is considered the standard 
treatment for biliary dyskinesia, as up to 90% 
of patients have symptomatic relief.15,16,19

Percentage of agreement: 92.3%. Level of 
evidence: 2, grade: B, recommendation: strong.

3. Is the presence of gallbladder polyps an 
indication of cholecystectomy?

In patients with vesicular polyps, treatment 
should be individualized, considering the size, 
number, and ultrasonographic characteristics of 
the polyps and the patient’s symptomatology.20

In patients with gallbladder polyps larger 
than 10 mm, cholecystectomy is recommended 
due to the described risk of malignant 
transformation; in polyps smaller than 10 mm 
with concomitant biliary pathology (lithiasis) 
or biliary symptoms, surgical treatment is also 
recommended.20,21

In patients with asymptomatic polyps 
smaller than 10 mm, follow-up imaging 
(abdominal ultrasound) is recommended 
every six months; if growth is demonstrated 
or symptoms develop during follow-up, 
cholecystectomy is recommended.20-24

Percentage of agreement: 92.3%. Level of 
evidence: 2, grade: B, recommendation: strong.

4. What are the minimum preoperative studies 
(laboratory and imaging) recommended for 
elective and/or emergency cholecystectomy, 
and what are these studies’ validity?

In  the case of  e lect ive surgery,  i t  i s 
recommended that complete blood count, 
blood chemistry, liver function tests (including 
bilirubin and liver enzymes), and coagulation 
tests be performed as part of the pre-surgical 
protocol in all patients. Among the imaging 
studies, liver and biliary tract ultrasound is 
suggested.3 In patients over 50 years of age, 
chest X-ray and electrocardiogram are also 
suggested.25-27

The validity of these studies ranges from 
one to three months if the patient remains 
clinically stable.

In patients with acute cholecystitis who are 
considered for emergency cholecystectomy, 
pancreatic function tests (serum amylase and 
lipase) are also suggested.

Percentage of agreement: 92.3%. Level of 
evidence: 5, grade: D, recommendation: strong.

5. What are the recommended assessments 
pr io r  to  e lec t i ve  cho lecys tec tomy 
scheduling?

Accord ing  to  the  Amer ican  Soc ie ty 
of Anesthesiologists (ASA) classification, 
anesthesiology evaluation is recommended 
prior to surgery for ASA I patients under 40 
years of age.

Preoperative evaluation by an internist is 
recommended for ASA I patients over 40 and 
ASA II and older patients (regardless of age).

Depending on the patient’s comorbidities, 
in the case of patients with known conditions 
(heart disease, lung disease, kidney disease, 
rheumatologic pathologies, and others), 
assessment by the corresponding specialty 
should be considered, especially in cases 
of decompensation of the underlying 
pathology.28,29

Percentage of agreement: 92.3%. Level of 
evidence: 2, grade: B, recommendation: strong.

6. In which cases is it recommended to have 
blood products for transfusion?

It is recommended that blood products 
be available only to patients with known 
coagulation disorder or thrombocytopenia.3,30

Percentage of agreement: 85%. Level of evidence: 
2, grade: B, recommendation: strong.

7. What is the ideal time for scheduling 
elective and emergency cholecystectomies?

According to the 2018 Tokyo Guidelines, 
urgent cholecystectomy is recommended 
within 24 hours in cases of severe acute 
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cholecystitis. In cases of moderate acute 
cholecystit is, early cholecystectomy is 
suggested between 24 and 72 hours. In mild 
acute cholecystitis, early cholecystectomy is 
suggested within the first seven days of the 
onset of the symptoms to reduce the risk of 
complications.31-33

Surgical resolution is suggested in patients 
with chronic cholecystitis within 30 days34,35 
(Table 1).

Percentage of agreement: 85%. Level of 
evidence: 2, grade: B, recommendation: strong.

8.  I s  i t  recommended to  per form 
cholecystectomies during the night shift?

E lect ive  cholecys tectomy at  n ight  i s 
not recommended. In cases of  acute 
cholecystitis, urgent cholecystectomy can 
be performed if the hospital has all the 
resources (medical and infrastructure) to 
offer a safe procedure.36-39

Percentage of agreement: 85%. Level of 
evidence: 2, grade: B, recommendation: strong.

9. Is antimicrobial prophylaxis recommended? 
In which cases?

Antimicrobial prophylaxis is recommended in 
all cases, with one dose before the incision.40-44

Percentage of agreement: 92.3%. 
Level of evidence: 1, grade: A, 

recommendation: strong.

10. Is antithromboembolic prophylaxis 
recommended?

Antithromboembolic prophylaxis is only 
r e c o m m e n d e d  i n  p a t i e n t s  a t  h i g h 
thromboembolic risk, with a score on the 
Caprini scale greater than or equal to 5 
points.45-47

Percentage of agreement: 92.3%. Level of 
evidence: 2, grade: B, recommendation: strong.

11. What prehabilitation maneuvers are 
recommended for elective cholecystectomy?

In general, in all patients scheduled for elective 
cholecystectomy, control of comorbidities 
should be optimized (adequate glycemic and 
blood pressure control), and smoking should 
be suspended.

Among the main perioperative risks 
associated with smoking are an increased 
risk of myocardial infarction, arrhythmia, and 
stroke. The risk of postoperative pneumopathy 
doubles; there is an alteration of skin healing, 
increased postoperative pain and postoperative 
consumption of opioids, and risk of withdrawal 
syndrome.3,48-51

Percentage of agreement: 92.3%. Level of 
evidence: 2, grade B, recommendation: strong.

Transoperative

12. What is the recommended anesthetic 
technique for elective and/or emergency 
cholecystectomy?

General  anesthesia is  considered the 
technique of choice for cholecystectomy. 
It is less uncomfortable for the patient with 
the changes in position required for the 
procedure because it facilitates mechanical 
respiratory support and relaxation of the 
abdominal wall during surgery. Although 
regional anesthesia has proven to be equally 
effective in the patient’s recovery process, 
hemodynamic stability, and lower risk 
of respiratory problems, the consensus 
recommendation is to opt for general 
anesthesia.3,9,51,52

Table 1: Ideal cholecystectomy 
scheduling time.

Severity according to 
Tokyo Guidelines  
18 Conduct

Cholecystitis
Acute severe First 24 hours
Moderate acute Between 24 and 72 hours
Mild acute First 7 days
Chronic 30 days
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Percentage of agreement: 100%. Level of 
evidence: 1, grade: A, recommendation: strong.

13. Is infiltration with local anesthetics 
recommended?

Infiltration of laparoscopy ports with local 
anesthetics is recommended.53-55

Percentage of agreement: 100%. Level of 
evidence: 1, grade: A, recommendation: strong.

14. Which surgical approach (open or 
laparoscopic) is recommended for elective 
and/or urgent cholecystectomy?

In all cases, as long as the resources and 
experience are available, the laparoscopic 
approach is recommended; among the most 
frequent contraindications for a laparoscopic 
approach are anatomical alterations or adhesions 
from previous abdominal procedures and the 
inability to tolerate pneumoperitoneum; 
however, depending on each case, the 
feasibility of this approach should be evaluated 
as long as all the resources are available to 
perform the procedure safely.1,3,9,25,26,31,33,56-58

Percentage of agreement: 100%. Level of 
evidence: 2, grade: B, recommendation: strong

1 5 .  I n  t h e  c a s e  o f  l a p a r o s c o p i c 
cholecystectomy, how many access ports 
should be used?

Laparoscopic cholecystectomy with four 
ports is considered the gold standard since it 
allows for better exposure to the surgical field 
and facilitates obtaining a critical safety view, 
decreasing the risk of biliary tract disruption. 
Although techniques with three, two, or only 
one port have been described, studies report 
that the fewer the ports, the less postoperative 
pain, greater technical difficulty, longer surgical 
time, and greater risk of bleeding have also 
been reported. These techniques with less 
than four ports require a longer learning curve, 
and in some cases, they will not be feasible 
and will require “conversion” to conventional 
laparoscopy (four ports) by placing additional 
trocars, and in the long-term follow-up they 

are associated with a higher risk of incisional 
hernia (mainly in single port). On the other 
hand, there are no significant differences in 
terms of hospital stay, analgesic requirement, 
conversion rate to open procedure, or immune 
response to surgical stress compared to the 
four-port technique.

Therefore, although these techniques may 
have comparable results in selected patients 
and with experienced surgeons, the consensus 
recommendation is four-port laparoscopic 
cholecystectomy.59,60

Percentage of agreement: 100%. Level of 
evidence: 2, grade: B, recommendation: strong.

1 6 .  I n  t h e  c a s e  o f  l a p a r o s c o p i c 
cholecystectomy, what is the recommended 
entry technique for pneumoperitoneum 
insufflation?

In general, there is no completely safe entry 
technique; closed techniques have been 
described, such as the use of the Veress 
needle, or open techniques, such as the 
Hasson technique; however, to date, there 
is no consensus as to the ideal technique 
for access to the abdominal cavity and for 
pneumoperitoneum insufflation. Each surgeon 
should perform the technique with which 
he/she was trained and with which he/she is 
familiar, to reduce the risk of complications.61-63

Percentage of agreement: 54%. Level of 
evidence: 2, grade: B, recommendation: weak.

17. In which cases is the conversion 
from a laparoscopic to an open approach 
recommended?

Conversion should be considered as a strategy 
to perform a safe procedure and for the 
resolution of transoperative complications; 
within the indications for conversion should 
be considered those derived from systemic 
complications (as in the case of patients 
who cannot tolerate pneumoperitoneum), 
complications attributable to local inflammation 
(multiple adhesions, fibrosis that makes it 
difficult to correctly identify the anatomy or 
inflammatory processes that are difficult to 
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dissect) or transoperative complications (such 
as bleeding that is difficult to control, intestinal 
perforation or any that cannot be resolved by 
laparoscopy).56,64,65

Before conversion, when obtaining a 
critical view of safety is impossible, it is 
suggested to consider salvage procedures, such 
as subtotal cholecystectomy (fenestrated or 
reconstituted).64,66-70

Conversion should also be considered in 
cases of technical failure of the equipment 
when there is a need to explore the biliary 
tract, when there is no adequate equipment 
to perform it laparoscopically, and when the 
surgeon is uncomfortable with the approach 
or exposure in laparoscopy.64-66,71-73

Percentage of agreement: 100%. 
Level of evidence: 2, grade: B, grade 

of recommendation: strong.

18. In which cases is it recommended to 
perform the “critical safety overview”?

Always. Strasberg’s critical view of safety has 
three dissection goals, which are maintained 
as the first recommendation for the culture of 
safe cholecystectomy. These goals consist of 1) 
complete dissection (anterior and posterior) of 
the hepatocystic triangle freeing fatty and fibrous 
tissue to observe and identify, in a complete 
manner, the cystic artery and cystic duct, 2) 
exposure of the lower third of the gallbladder 
bed, and 3) observe two and only two tubular 
structures entering the gallbladder corresponding 
to the cystic artery and cystic duct.66

By obtaining this safety-critical view, within 
this dissection space, up to 95% of the vascular 
variations and more than 80% of the anatomical 
variants of the extrahepatic bile duct can be 
identified.

If this critical safety view is not possible, it 
is recommended a salvage procedure, such 
as subtotal cholecystectomy and drainage, 
derivative cholecystostomy, or conversion to 
open surgery be considered 1,56,66,69,70,74-80 
(Figure 1).

Percentage of agreement: 100%. 
Level of evidence: 1, grade: A, grade 

of recommendation: strong.

19. In which cases is transoperative 
cholangiography indicated?

The use of transoperative cholangiography 
is recommended in those patients with 
uncertainty of the biliary anatomy and in 
those with suspected choledocholithiasis 
(dilatation of the cystic duct and main bile 
duct, obstructive jaundice, or alteration in liver 
function tests). In cases of suspected bile duct 
disruption, transoperative cholangiography 
allows for the characterization of the extent of 
the disruption.56,70,77-79

Percentage of agreement: 100%. 
Level of evidence: 2, grade: B, grade 

of recommendation: strong.

20. In which case is a salvage procedure 
(subtotal cholecystectomy/cholecystostomy/
conversion) indicated?

Depending on the surgeon’s experience, 
whenever a critical safety view is not 
possible, a rescue procedure, such as subtotal 
cholecystectomy and drainage, derivative 
cholecystostomy, or conversion to open surgery, 
is recommended.

Figure 1: Critical safety view. A) Complete dissection 
(anterior and posterior) of the hepatocystic triangle, 
freeing fatty and fibrous tissue to completely observe 
and identify the cystic artery and cystic duct.  
B) Exposure of the lower third of the vesicular bed.  
C) Observe two and only two tubular structures 
entering the gallbladder corresponding to the cystic 
artery and cystic duct.

andand

BB

CCAA
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These salvage procedures should be 
considered when it is impossible to identify 
the structures of the hepatocystic triangle in 
acute or chronic inflammatory processes that 
are difficult to dissect and in unstable septic 
patients.

In patients with high surgical risk and severe 
cholecystitis, derivative cholecystostomy 
(percutaneous or surgical) can be considered 
as an alternative procedure for resolution of 
the septic process, with scheduling of interval 
cholecystectomy.1,56,65,66,69,70,74,75

Percentage of agreement: 100%. 
Level of evidence: 1, grade: A, grade 

of recommendation: strong.

21. What other safety strategies are 
recommended for cholecystectomy?

Among the strategies to achieve a correct 
identification of the structures and to achieve 
a safe cholecystectomy, the following are 
recommended:

1.  Strategies for anatomical orientation: 
B-SAFE, Rouviere’s sulcus, R4U, and asking 
for a second trans-operative opinion in 
difficult cases (ask for help from a more 
experienced colleague).

2.  Intraoperative imaging techniques: 
c o n v e n t i o n a l  t r a n s o p e r a t i v e 
cholangiography, infrared fluorescent 
cholangiography (indocyanine green), and 
intraoperative ultrasound.

3.  Conversion: In cases in which tactile 
discrimination allows resolving doubts 
regarding the anatomy, a conversion to an 
open procedure can be chosen.

4.  Fundus first: fundocystic or antegrade 
cholecystectomy has been associated with 
a higher risk of vasculobiliary lesions, mainly 
of the right hepatic artery. It is, therefore, no 
longer recommended except in exceptional 
cases.

5.  Finally, in cases in which a safe procedure 
is not possible, the procedure can be 
aborted, and deferred cholecystectomy 
can be performed at another level of care 
with more experience and resources (Table 
2).78,80-87

Percentage of agreement: 85%. 
Level of evidence: 2, grade: B, grade 

of recommendation: strong.

22. In which cases is the placement of drains 
recommended?

In general, drains are not routinely recommended 
in uncomplicated cholecystectomy; however, 
they are recommended in patients in whom a 
salvage procedure has been performed, those 
with septic processes (necrotic/emphysematous 
cholecystitis/pyocholecystitis), or when there is 
suspicion of biliary leakage.

Depending on the center’s availability, 
in those cases in which it is decided to leave 
drainage, this should ideally be a closed and 
soft drainage, or in its absence, open and soft 
drainage. The placement of rigid drains is not 
recommended.88-90

Percentage of agreement: 100%. 
Level of evidence: 1, grade: A, grade 

of recommendation: strong.

Postoperative

23. What are the recommendations for 
optimal postoperative analgesia?

In the transoperative period, infiltration 
of the laparoscopic access ports with local 
anesthetics is suggested. Postoperatively, most 
patients can be managed with paracetamol 
plus nonsteroidal anti-inflammatory analgesic 
with a schedule. On an individual basis, 
a stepwise approach is recommended, 
reserving opioid analgesia for selected 
cases.53-55,91-93

Percentage of agreement: 100%. 
Level of evidence: 1, grade: A, grade 

of recommendation: strong.

24. What would be the ideal postoperative 
recommendations for an improved recovery?

After anesthetic recovery and in the absence 
of nausea or vomiting, the following measures 
for an improved recovery are recommended: 
initiation of the oral route, early ambulation, 
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and bathing. Bandaging is not recommended 
for laparoscopic surgery.

Hospital discharge can be performed 
the same day at the surgeon’s discretion, 
as long as the following discharge criteria 
are met: pain control with oral analgesics 
according to the analog pain rating scale 
(VAS) of less than 4, adequate tolerance to 
the oral route, ambulation, ability to urinate, 
hemodynamic stability, full mental recovery, 
surgeon’s approval, and absence of nausea and 
vomiting.3,48-51

Percentage of agreement: 85%. Level of 
evidence: 2, grade: B, recommendation: strong.

25. In which cases is the histopathological 
study of the gallbladder recommended

Histopathological studies are currently 
recommended in all cholecystectomy surgical 
specimens. If neoplasia is documented similarly, 

the patient should be referred to surgical 
oncology for complete staging and, if required, 
complete oncologic treatment.94

Percentage of agreement: 100%. Level of 
evidence: 2, grade: B, recommendation: strong.

26. What is the recommended postoperative 
follow-up after hospital discharge?

In general, an evaluation 7-10 days after 
d i scharge i s  recommended to know 
the postoperative evolution, to rule out 
complications, to review the histopathological 
study, and, if necessary, to remove the stitches. 
According to the evolution and at the surgeon’s 
discretion, an assessment at 30 days for 
discharge is suggested.25

Percentage of agreement: 61%. Level of 
evidence: 5, grade: D, recommendation: weak.

27. How many days of incapacity for work 
are recommended after elective and/or 
emergency cholecystectomy?

Depending on whether the procedure was 
open or laparoscopic and whether there were 
any complications, 10 to 28 days are suggested. 
The type of work the patient performs should 
also be considered.25

Percentage of agreement: 77%. Level of 
evidence: 5, grade: D, recommendation: weak.

Special considerations

28. In which cases is cholecystectomy 
indicated during pregnancy?

Cholecystectomy during pregnancy is 
indicated exclusively in patients with acute 
cholecystitis.

Although laparoscopic cholecystectomy 
is considered safe and effective during all 
trimesters of pregnancy, in the third trimester, 
its feasibility should be carefully evaluated given 
the presence of the pregnant uterus..95-99

Percentage of agreement: 92.3%. Level of 
evidence: 3, grade: B, recommendation: strong.

Table 2: Safety strategies.

Strategies for anatomical 
orientation

Critical Safety Overview
B-SAFE
Rouviere’s groove
R4U
Second transoperative opinion

Intraoperative imaging 
techniques

Conventional transoperative 
cholangiography
Infrared fluorescence cholangiography 
(indocyanine green)
Intraoperative ultrasound

Subtotal 
cholecystectomy

Reconstituted
Fenestrated

Conversion In cases in which tactile discrimination 
allows the resolution of doubts regarding 
anatomy

Fundus first It has been associated with an increased 
risk of vasculobiliary lesions, so it is only 
recommended in exceptional cases

Delayed 
cholecystectomy

In cases where a safe procedure is not 
possible, it may be aborted, and the patient 
may be referred to another level of care 
with more expertise and resources

R4U = Rouvière sulcus segment 4.
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29. In cases where cholecystectomy is 
required during pregnancy, what is the 
recommended approach?

Laparoscopic cholecystectomy is considered 
safe and effective during all trimesters 
of pregnancy; therefore, laparoscopic 
cholecystectomy is recommended in the first 
and second trimesters of pregnancy; however, 
in the third trimester, its feasibility should 
be assessed, and an open approach should 
be considered due to the presence of the 
pregnant uterus.95-99

Percentage of agreement: 100%. Level of 
evidence: 3, grade: B, recommendation: strong.

30. In patients with acute pancreatitis of 
biliary origin, when is cholecystectomy 
recommended?

In patients with acute pancreatitis of biliary 
origin, the performance of cholecystectomy 
will depend on the severity of the pancreatitis, 

the presence or absence of local complications, 
and the patient’s general condition.

In patients with mild acute pancreatitis, 
according to the Atlanta criteria (without local 
or systemic complications), cholecystectomy 
is suggested during the same hospitalization to 
reduce the risk of recurrence.100-103

In moderately severe acute pancreatitis, 
the timing of cholecystectomy will depend 
on the presence of local complications; 
when there are no local complications, 
cholecystectomy can be performed once the 
systemic inflammatory response is controlled 
and there is no evidence of pancreatic 
necrosis. If local complications develop, it 
is recommended that cholecystectomy be 
deferred until the need for surgical resolution 
of the complications is determined.104-105

In severe acute pancreatitis, without local 
complications, surgery can be performed in 
the same hospitalization once the organic 
failures are resolved, and the patient’s clinical 
conditions allow it. However, if pancreatic 
necrosis or other local complications develop, 
it is recommended to defer cholecystectomy 
until the need for surgical resolution of the 
complications is determined (Table 3).

Percentage of agreement: 85%. Level of evidence: 
1, grade: A, grade of recommendation: strong.

31. Which patients should be referred to as 
a third level of care for cholecystectomy?

Cholecystectomy is considered a procedure 
that can be safely performed at a second 
level of care; however, in some cases, referral 
to a third level is recommended when the 
cholecystectomy has preoperative risk factors 
for being a problematic cholecystectomy, and 
the resources (medical and infrastructure) are 
not available to resolve it, in patients with 
icteric syndrome of unstudied etiology or with 
suspected gallbladder cancer.

Referral is also suggested in patients with 
underlying pathologies that merit third-level 
management.3,25,28,29,32,56

Percentage of agreement: 92.3%. 
Level of evidence: 5, grade: D, 

recommendation: weak.

Table 3: Cholecystectomy scheduling time in 
acute pancreatitis of biliary origin.

Severity according to 
Atlanta classification Conduct

Mild acute pancreatitis During the same hospitalization
Moderately severe acute 
pancreatitis without local 
complications

Once the systemic inflammatory response 
is controlled and there is no evidence of 
pancreatic necrosis

Moderately severe acute 
pancreatitis with local 
complications

It is recommended to defer 
cholecystectomy until the need for surgical 
resolution of complications (necrosis, 
pseudocyst) is determined

Severe acute pancreatitis 
without local 
complications

Once organic failures are resolved and the 
patient’s clinical conditions allow them, 
surgery can be performed in the same 
hospitalization

Severe acute pancreatitis 
with local complications

Even when the organic failures are 
resolved and the patient’s clinical 
conditions allow them, it is recommended 
to defer cholecystectomy until the need for 
surgical resolution of the complications is 
determined
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32. What special considerations should the 
informed consent for cholecystectomy have?

It should be as detailed as possible and include 
minor and major risks associated with the 
patient’s characteristics, those attributable to 
anatomical variants, inflammatory alterations, 
and technical failures of the equipment. It 
is suggested to specify bleeding risk, risk of 
biliary tract disruption or involvement of other 
organs, the possibility of conversion (in the 
case of laparoscopy), and even the possibility 
of not concluding the procedure due to 

technical difficulties and of performing a rescue 
procedure and/or subsequent referral to a 
center with hepatopancreatic biliary surgery or 
a third level of care.106-109 (Figure 2).

Percentage of agreement: 92.3%. Level of 
evidence: 5, grade: D, recommendation: strong.

CONCLUSIONS

This document seeks to optimize the outcome 
of patients undergoing cholecystectomy in our 
country based on a series of recommendations 
issued by experts from different institutions and 
based on the best scientific evidence available 
at this time. It is aimed both at surgeons working 
in public institutions and those in the private 
sector. It seeks to disseminate strategies for 
improved surgical recovery and, above all, for 
a safe cholecystectomy, seeking to offer our 
patients the best possible surgical outcome.
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