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ABSTRACT

Laparoscopic cholecystectomy is currently considered one of the important approaches to the treatment of acute
calculous cholecystitis in elderly and senile patients. According to the terms of the Tokyo Guidelines of 2018, la-
paroscopic cholecystectomy in elderly and senile patients should be performed immediately after establishing the
general condition of the patient as mild or moderate severity. According to the Tokyo Guidelines of 2018, such a
condition of the patient of elderly and senile age can be assessed as capable of tolerating laparoscopic cholecystec-
tomy. This review article is devoted to the analysis of the current literature on risk factors for postoperative compli-
cations after laparoscopic cholecystectomy in elderly and senile patients.
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INTRODUCTION tients. The recommendations included in the 2013

istorically, after the adoption of the diag- Tokyo Guidelines were built on the consensus of
nostic criteria of the Tokyo Guidelines in world experts, which took place in 2007 in Tokyo,
2013. the studies carried out showed wide and it was considered the first version of this docu-

opportunities for their use in clinical practice and ment. ) ) . .

made it possible to conduct unified approaches to sci- According to- this guldellqe, questions related to
entific research on the diagnosis and treatment of the assesgnen} of the severity O,f acute. calculqus
acute calculous cholecystitis in elderly and senile pa- cholecystitis in elderly and senile patients with
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planned cholecystectomy should be updated every 5
years, taking into account the accumulated clinical expe-
rience and the results of scientific research in this field of
biliary surgery. This is how the 2013 guidelines were
approved. However, there remained two main unresolved
problems in the classification of the severity of acute
cholecystitis in elderly and senile patients: the use of two
categories for making a definitive diagnosis led to uncer-
tainty in clinical practice, and the criteria for a suspected
diagnosis were not specified.

MATERIAL AND METHODS

he analysis of scientific literature was carried

I out by searching in databases of various cata-

logs for the period from 2015 to 2024. The

key words were acute calculous cholecystitis, acute ob-

structive cholecystitis, cholelithiasis in elderly and senile
patients, various factors of etiology and pathogenesis.

We also reviewed the literature on publications since

the adoption of the 2013 Tokyo Guidelines and were able

to obtain only 197 publications that were related to diag-

nostic and prognostic criteria, as well as classification of

severity of acute cholecystitis. Another 19 articles were

randomized controlled trials.

RESULTS AND DISCUSSION

nalysis of the literature showed a very low

proportion of data on the evidence of the sig-

nificance of diagnostic sensitivity and the
specificity of criteria for assessing the severity of the
condition of patients with acute cholecystitis. The imbal-
ance between the prognostic significance of the signs of
acute cholecystitis in elderly and senile patients was re-
duced between the 2017 Tokyo Guidelines and Murphy's
sign, the specificity of which turned out to be much
greater than the sensitivity. Nevertheless, many authors
in their publications came to the conclusion that it is
necessary to conduct further research aimed at improving
the specificity and sensitivity of diagnostic criteria for
making a final diagnosis and ascertaining the general
condition of elderly and senile patients. Naturally, the
easiest thing would be to change the factors that are used
to assess the condition of a patient with acute cholecysti-
tis in the elderly and senile age. However, the studies
were aimed at finding new diagnostic criteria, among
which local and systemic signs of inflammation were
significant, which can characterize the severity of the
course of acute cholecystitis among elderly and senile
patients.
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Making a final diagnosis required the use of addition-
al visual research methods. The use of this approach in
the diagnosis and assessment of the general condition of
a patient with acute cholecystitis in the elderly and senile
age led to an increase in the sensitivity and specificity of
the criteria to 91.2% and to 96.9%, respectively. It was
these research results that served as the basis for the re-
view and approval of the new diagnostic criteria of the
Tokyo Guidelines in 2013. It should be noted that in
2013 there was no special emphasis on the prognostic
signs of local and systemic inflammation in acute chole-
cystitis in elderly and senile patients. In this regard, the
2007 recommendations fully formed the basis of the
2013 Tokyo Recommendations.

However, already in 2017, Takada T. [1] in his article
"How far we have come since the adoption of the 2013
Tokyo Guidelines" expressed concern about the lack of
evidentiary criteria in preparation for the publication of
the 2013 Tokyo Guidelines. This conclusion was ob-
tained after a full-scale joint study between clinicians in
Japan and Taiwan on the epidemiological survey of acute
biliary tract infections, including in elderly and senile
patients. In this study, data from more than 7000 clinical
cases were collected, among which 5000 patients with
acute calculous cholecystitis were used to describe the
patient's characteristics, clinical presentation of the dis-
ease, and diagnostic criteria for the manifestation of
acute calculous cholecystitis. All these data were com-
pared with the criteria of the 2013 Tokyo Guidelines,
which became the basis for their subsequent revision.

Incorporating big data validation into the revision
work is far from common, but it is fair to say that the
revision of the 2018 Tokyo Guidelines is based on clini-
cal data.

For example, in the work of J.I. Gonzalez-Munoz et
al. [2] It was found that the classification of the severity
of acute cholecystitis, especially among elderly and se-
nile patients, plays a useful role in predicting the func-
tional state of vital organs.

Relatively earlier, G. Paul Wright et al. [3] published
the results of their own studies and concluded that the
duration of hospitalization and the proportion of laparo-
scopic cholecystectomy conversions were significantly
higher in the more severe condition of patients with
acute cholecystitis.

Opposing information was presented in the publica-
tions of D. Kamalapurkar et al. [4], as well as V.
Amirthalingam et al. [5], which have shown that severe
cholecystitis can be surgically treated, even if percuta-
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neous cholecystostomy is not always feasible and open
cholecystectomy may be required.

Multivariate analysis based on data from a multicen-
ter cohort study conducted by clinicians in Japan and
Taiwan was carried out by I. Endo et al. [6] in 2017. Us-
ing the results obtained earlier, it was necessary to pro-
pose a new treatment strategy in accordance with the
classification of severity of acute cholecystitis according
to the 2013 Tokyo guidelines.

The prognosis of acute cholecystitis in the previous
version of the Tokyo Guidelines, in the opinion of most
clinicians, was relatively perfect in determining the
severity of the disease. Discussions in this area are ongo-
ing. Thus, based on the results of such discussions, in
2007 it was decided to include organ failure in patients
with acute cholecystitis in the elderly and senile age,
which can directly affect postoperative survival. All of
them were to be classified as grade III, known as
severe.

In patients with acute cholecystitis in the elderly and
senile, it is recommended to make every effort to avoid
any risk of complications after laparoscopic cholecystec-
tomy. As a medical and economic advantage, laparoscop-
ic cholecystectomy is justified in its use as an early sur-
gical intervention in acute cholecystitis.

In order to confirm this conclusion in the studies of S.
Gourgiotis et al. [7], as well as S. Eldar et al. [8] con-
ducted a full-scale analysis of the results of treatment of
patients with acute cholecystitis in the elderly and senile
age, including the remote periods of the postoperative
period.

Meanwhile, A. Brodsky et al. [9], P.M. Terho et al.
[10], as well as M. Radunovic et al. [11] noted relatively
frequent cases of postoperative purulent-inflammatory
and other types of complications after laparoscopic
cholecystectomy for acute cholecystitis among elderly
and senile patients. In this regard, the authors point out
the importance of assessing the risk of early postopera-
tive complications of laparoscopic cholecystectomy in
acute cholecystitis with the indispensable use of risk cri-
teria for the preoperative period.

It is also necessary to take into account the data ob-
tained during the operation, that is, intraoperative data.
Among the predictors of postoperative complications,
criteria such as the patient's age, gender, body mass in-
dex, total bilirubin, white blood cell count, C-reactive
protein level, kidney function and ultrasound results
were discussed. According to the 2018 Tokyo Guide-
lines, early laparoscopic cholecystectomy is recom-
mended if the patient's overall condition is assessed as
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good according to the criteria of the Charlson Comorbid-
ity Index and the American Society of Anesthesiologists.

Thus, according to F. Miura et al. [12] Initial man-
agement of patients with suspected acute biliary infec-
tion should begin with an assessment of the functional
status of vital organs to determine whether the situation
is urgent. If the case is considered urgent, primary care
should be started immediately, including respiratory and
circulatory support, if necessary, without waiting for a
definitive diagnosis to be identified. The next step is to
collect the history of the disease and examine the abdom-
inal organs. At the same time, it is necessary to carry out
blood and urine tests, as well as methods of visual diag-
nostics (ultrasound, MSCT, MRI). A diagnosis is re-
quired with verification of the presence or absence of
acute inflammation of the biliary tract. Once the diagno-
sis is confirmed, initial treatment should be initiated im-
mediately, severity should be assessed according to the
severity classification criteria for acute cholecystitis with
cholangitis, and the patient's general condition should be
assessed.

In mild acute cholangitis, initial treatment including
antibiotics is sufficient in most cases, and most patients
do not require biliary drainage. However, biliary
drainage should be considered if the patient does not re-
spond to initial treatment. In moderate acute cholangitis,
early endoscopic or percutaneous transhepatic drainage
of the biliary tract is indicated. If the underlying etiology
requires treatment, it should be provided after the pa-
tient's general condition has improved.

Endoscopic sphincterotomy and subsequent choledo-
cholithotomy can be performed along with biliary
drainage. In severe acute cholangitis, appropriate control
of the respiratory system and hemodynamics is required.
Biliary drainage should be performed as soon as possible
after improvement of the patient's general condition by
initial treatment and respiratory and haemodynamic
monitoring. The purpose of applying the above criteria
and severity of acute cholecystitis in elderly and senile
patients is considered relatively safe when performing
laparoscopic cholecystectomy.

When assessing potential risk factors for the devel-
opment of postoperative complications during laparo-
scopic cholecystectomy in elderly and senile patients, the
possibility of their development according to the results
of the study is equated to 8.6% to 35.4%.

In their publication, M. Yokoe et al. [13] reported that
2,130 patients (39.0%) were classified as grade I (mild),
2,308 as grade II (moderate), and 939 as grade III (se-
vere). In Japan, laparoscopic cholecystectomy is routine-
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ly performed for cholecystitis, not only in emergency
care centers but also in small or medium-sized hospitals.
The surgical technique and methodology of perioperative
care for laparoscopic cholecystectomy are largely docu-
mented in the 2018 Tokyo Guidelines and other studies.

In the literature we have established that moderate
(grade I) or severe (grade II) cholecystitis and the as-
sessment of physiological and surgical severity accord-
ing to the mortality and morbidity scale are independent
risk factors for postoperative complications.

Back in 1991, G.P. Copeland et al. [14] noted that the
scale of physiological and surgical severity for assessing
mortality is a method for assessing the risk of surgical
complications, including factors related to the pre- and
postoperative state and other equally important data. In
general, based on the data obtained, it can be stated that
the high risk of postoperative complications during la-
paroscopic cholecystectomy in elderly and senile pa-
tients may be associated with the perioperative general
condition. However, the 2018 Tokyo Guidelines recom-
mend assessing the patient's general condition using the
Charlson Comorbidity Index and the American Society
of Anesthesiologists in a flowchart of initial medical care
and organ support, but research on risk factors for post-
operative complications in laparoscopic cholecystectomy
has been insufficient so far.

Reliable risk factors for perioperative complications
in patients undergoing laparoscopic cholecystectomy
would be extremely useful in optimizing clinical man-
agement. Based on this consideration, U.F. Giger et al.
[15] conducted a study aimed at determining risk factors
that are appropriate for use in predicting perioperative
complications.

They were analysed using a stepwise logistic regres-
sion model using data from the Swiss Association for
Laparoscopic and Thoracoscopic Surgery (SALTS) data-
base to identify possible risk factors for perioperative
complications in patients undergoing laparoscopic chole-
cystectomy for acute and chronic cholecystitis. A total of
22,953 patients with a mean age of 54.5+16.1 years and
a male-to-female ratio of 1:2 underwent elective (85%)
and emergency (15%) laparoscopic cholecystectomy.
Multivariate analysis showed that factors such as male
sex, duration of intervention, body weight, and the sur-
geon's own experience were independently associated
with an increased incidence of intraoperative local com-
plications. In addition, male sex, age, intraoperative
complications, transition to open surgery, American So-
ciety of Anesthesiologists risk score, body weight, emer-
gency surgery, and duration of surgery were associated
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with a higher incidence of postoperative local complica-
tions. Higher postoperative systemic complications have
been reported with conversion, American Society of
Anesthesiologists risk assessment, emergency surgery,
and long intervention time.

As a result of the studies, it was concluded that for
patients undergoing laparoscopic cholecystectomy, the
risk of possible perioperative complications can be as-
sessed based on the patient's characteristics (gender, age,
ASA score, body weight), clinical findings (acute and
chronic cholecystitis) and the surgeon's own clinical
practice in performing laparoscopic cholecystectomy.

According to the results of the study, M.M. Murphy
et al. In 2019 [16], the regionalization of medical care
for complex surgeries was proposed based on the rela-
tionship between volume and mortality between the hos-
pital and the surgeon. However, during this period, there
was some disagreement about whether more common
procedures should be performed in high-volume centers.
The use of mortality alone to assess routine operations is
hampered by relatively low perioperative mortality. In
this regard, after 1 year, a group of clinicians led by
M.M. Murphy et al. [17] used an extensive national
database to analyze the risk of serious in-hospital com-
plications after laparoscopic cholecystectomy in elderly
and senile patients.

Patients undergoing laparoscopic cholecystectomy
were identified in a nationwide sample of inpatients from
states with surgeon or hospital IDs. Previously confirmed
major complications including acute myocardial infarc-
tion, pulmonary failure, postoperative infection, deep
vein thrombosis, pulmonary embolism, hemorrhage, and
resurgery were evaluated. Univariate and multivariate
analyses were performed and independent risk factors for
complications were identified. A total of 1,102,071
weighted patient discharges were identified with a com-
plication rate of 6.8%. A univariate analysis found that
older age, male sex, and a higher Charlson comorbidity
score were associated with a higher incidence of compli-
cations. A higher volume of surgical interventions and a
greater volume of hospitalization were associated with
fewer complications. Multivariate analysis showed that
older age, male sex, and comorbidities were associated
with complications. Neither the surgeon nor the amount
of hospitalization was independently associated with an
increased risk of complications.

Most likely, careful patient selection and preoperative
preparation can reduce the overall complication rate. A
number of other researchers came to this opinion. As
independent risk factors for postoperative complications
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in laparoscopic cholecystectomy, the literature mentions
such predictors as the patient's age, gender, the presence
and severity of the development of concomitant patholo-
gy, body mass index, the presence of fever and the trans-
fer of laparoscopic cholecystectomy to an open form of
surgery, that is, conversion. These publications show that
the assessment of the patient's general condition, which
allows predicting the potential for postoperative compli-
cations, was very important for the perioperative man-
agement of laparoscopic cholecystectomy.

Despite the fact that early laparoscopic cholecystec-
tomy is widely used in acute cholecystitis, the optimal
timing of cholecystectomy in elderly and senile patients
remains controversial. In order to determine the optimal
tactics for acute cholecystitis in elderly and senile pa-
tients, focused on the severity of the disease and con-
comitant diseases, a group of Japanese scientists from
the Department of Gastroenterological Surgery, Graduate
School of Medicine of the Yokohama City University
(Kanagawa) under the leadership of 1. Endo [18] con-
ducted an international multicenter retrospective obser-
vational study in 5,329 patients over a period of 2 years.
Patients were divided into four groups: Group A: prima-
ry cholecystectomy; Group B: cholecystectomy after
gallbladder drainage; Group C: gallbladder drainage
only; and Group D: drug treatment only.

Based on the results of the studies, statistically signif-
icant differences in mortality rates between patients with
a Charlson comorbidity index below and above 6 were
revealed. The shortest surgery time was observed in
Group A patients who underwent surgery 0-3 days after
admission. Multiple regression analyses showed that the
Charlson Comorbidity Index and low body mass index
<20 are predictive factors for 30-day mortality in Grade
I-II patients. In addition, jaundice, neurological dysfunc-
tion, and respiratory dysfunction were predictors of 30-
day mortality in Grade III patients. In Grade III patients
without prognostic factors, there was no difference in
mortality between Groups A and B, whereas in Group A
patients, mortality was higher than in Group B patients
in cases with at least one prognostic factor.

Based on the results of the studies, it was concluded
that even in patients with grade III severity, primary
cholecystectomy can be performed safely if they do not
have prognostic mortality factors. Gallbladder drainage
may play a therapeutic role in subgroups with a higher
Charlson comorbidity index or higher disease severity.

Laparoscopic cholecystectomy for acute cholecystitis
in elderly and senile patients with organ dysfunction can
be a deadly operation, so it is necessary to improve the
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general condition of patients before laparoscopic chole-
cystectomy is performed.

Taking into account the available data on the scale of
physiological and surgical severity to assess mortality,
morbidity and severity of cholecystitis as potential risk
factors, these factors can be used to predict and prevent
postoperative complications in elderly and senile pa-
tients. Prevention of postoperative complications using
these factors is especially important. There are several
methods for improving the preoperative condition in cas-
es of acute cholecystitis in elderly and senile patients.
The 2018 Tokyo guidelines indicate antimicrobial thera-
py and percutaneous hepatic drainage of the gallbladder
in patients with acute cholecystitis at high surgical risk
as an alternative to urgent laparoscopic cholecystectomy.
Supplementing this tactic with active antibacterial thera-
py can significantly improve the results of laparoscopic
cholecystectomy in elderly and senile patients.

Percutaneous transhepatic cholecystostomy is a
method for improving the course of acute cholecystitis,
and its therapeutic role in elderly and senile patients with
severe or moderate cholecystitis has been discussed in
several studies.

Clinicians recognize that it is preferable to perform
laparoscopic cholecystectomy for acute cholecystitis in
the acute phase, within 72 hours of the onset of symp-
toms. The feasibility and safety of performing urgent
laparoscopic cholecystectomy in the late phase (4-7 days
after the onset of symptoms) is unclear.

The aim of the study was G. Shinke et al. [19] was
the clarification of the expediency and safety of the late
phase of urgent laparoscopic cholecystectomy. Between
2005 and 2014, the authors performed emergency la-
paroscopic cholecystectomy on 233 patients for acute
cholecystitis within 7 days. They compared clinical fea-
tures and perioperative outcomes between patients who
underwent laparoscopic cholecystectomy within 3 days
(early phase) and 4 to 7 days after symptom onset (late
phase). There were 193 patients in the early phase group
and 40 patients in the late phase group. Performing la-
paroscopic cholecystectomy in the late phase did not af-
fect the duration of the operation, postoperative compli-
cations and hospital stay after surgery. The conversion
rate to open surgery and blood loss were slightly higher
in the late phase group (8% and 140 mL) compared to
the early phase group (3% and 69 mL), but were still
acceptable. Thus, the late phase of urgent laparoscopic
cholecystectomy for acute cholecystitis was feasible and
safer.
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The data obtained showed that percutaneous hepatic
drainage of the gallbladder was performed only in 4.5%
of patients with cholecystitis, and urgent laparoscopic
cholecystectomy after 72 hours was performed only in
17.5% of cases. The 2018 Tokyo guidelines recommend
early laparoscopic cholecystectomy for grade I (mild)
cholecystitis, as well as antibiotics and general support-
ive care initially for grade II (moderate) cholecystitis,
followed by early or elective laparoscopic cholecystec-
tomy.

Both preoperative antibiotics and percutaneous he-
patic drainage of the gallbladder may be helpful in pre-
venting postoperative complications. Other methods of
improving the preoperative condition have rarely been
discussed. The Physiological and Operational Severity
Scale for mortality assessment includes the Physiological
Scale, which contains 12 preoperative physiological
variables, and the Operational Severity Scale, which con-
tains six operational variables.

Physiological evaluation and assessment of the sever-
ity of surgery may be goals to improve the condition of
patients who have undergone laparoscopic cholecystec-
tomy. In the physiological scale of physiological and
operative severity for the assessment of mortality, the
parameters of hemoglobin, white blood cell count, urea,
sodium and potassium can be easily improved before
laparoscopic cholecystectomy with appropriate fluid and
antibiotic replacement. However, for laparoscopic chole-
cystectomy, effective methods have not yet been devel-
oped to improve the factors associated with assessing the
severity of surgery. Reducing blood loss during laparo-
scopic cholecystectomy may be the only viable method,
but its effect may be negligible due to the usually small
amount of bleeding during laparoscopic cholecystecto-
my. The physiological and operational severity scale for
mortality assessment includes both preoperative and in-
traoperative conditions.

The assessment of the severity of surgery can be pre-
dicted in part based on the severity of cholecystitis. If the
assessment of physiological and surgical severity to re-
duce mortality exceeds the threshold point after laparo-
scopic cholecystectomy, then postoperative management
of the patient's general condition may be difficult. In this
regard, patients with a high assessment of physiological
and operational severity on the mortality scale should be
provided with intensive medical care. Preoperative con-
servative treatment before laparoscopic cholecystectomy
is very important if the physiological indicator is high. In
this regard, it is important to assess the scale of physio-
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logical and surgical severity to reduce mortality before
laparoscopic cholecystectomy.

The Physiological and Surgical Severity Scale for
mortality is used to analyze the risk of postoperative
complications in many surgical procedures. However,
such tests for laparoscopic cholecystectomy were rare.
A.L.Tambyraja et al. [20] showed that the assessment of
physiological and surgical severity for the assessment of
mortality showed itself well in predicting morbidity after
laparoscopic cholecystectomy in elderly and senile pa-
tients.

The reason for the transition to open cholecystectomy
in almost all cases is the difficulty in performing laparo-
scopic cholecystectomy due to progressive inflammation,
fibrosis and adhesions of the gallbladder. Difficulties in
performing laparoscopic cholecystectomy can lead to
postoperative complications. Several studies have found
that switching to open cholecystectomy in laparoscopic
cholecystectomy is a risk factor for postoperative com-
plications. However, switching to open cholecystectomy
was not a risk factor for postoperative complications af-
ter laparoscopic cholecystectomy, although why this was
true was unclear. In addition, no studies have yet de-
scribed the feasibility of conversion to open cholecystec-
tomy. An appropriate conversion strategy can help pre-
vent post-operative complications. Physiological and
operative severity scales for reduced mortality and mod-
erate or severe cholecystitis were potential risk factors
for postoperative complications.

Thus, preoperative management of general condition
and cholecystitis using antibiotics, infusion, and percuta-
neous transhepatic gallbladder drainage can help prevent
postoperative complications. Once the physiological and
operational severity scale for reduced mortality reaches
the threshold after laparoscopic cholecystectomy, post-
operative management becomes difficult, and strict mon-
itoring of the general condition should be carried out.

CONCLUSION

n the case of severe acute cholecystitis among
Ielderly and senile patients, the assessment of the
patient's condition as a deterioration of the condi-
tion should determine the therapeutic tactics based on the
data of the comorbid background, including the presence
of all concomitant diseases, even if they are in remission.
At the same time, known scoring systems may be useful
for assessing the risk of early postoperative complica-
tions after laparoscopic cholecystectomy.
In the event that it is likely to be a "complex chole-
cystectomy", an experienced surgeon should be involved
in both the decision-making process and the surgery. If a
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laparoscopic cholecystectomy lasts more than 2 hours,
the cumulative risk of perioperative complications is four
times higher compared to an intervention that lasts 30 to
60 minutes, regardless of the surgeon's personal skills in
the field of this type of surgery.

The main in-hospital complications after laparoscopic
cholecystectomy are related to the individual data of the
patient, and not to the surgeon or the surgical volumes in
the hospital. These results suggest that regionalization of
common surgical procedures may not be necessary. The
ideal approach to risk management in cases of laparo-
scopic cholecystectomy in patients with severe cholecys-
titis with organ failure in the elderly and in old age
should be differentiated from the treatment approach to
patients with severe cholecystitis with low platelet
counts.

Preoperative prognosis of postoperative complica-
tions in laparoscopic cholecystectomy may not be appro-
priate. The physiological and operational severity scale
for the physiological mortality scale reflects the preoper-
ative condition of patients, so the physiological assess-
ment may vary widely among patients. The Physiologi-
cal and Surgical Severity Scale for assessing the severity
of surgery is an intraoperative score that depends on the
surgical procedure such as cholecystectomy for chole-
cystitis.
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LAPAROSKOPIK XOLESISTEKTOMIYADAN
SO'NG OPERATSIYADAN KEYINGI ASORAT-
LARNING XAVF OMILLARI

1Abduraxmanov F.M., 2Muzaffarov N.S.
1Toshkent tibbiyot akademiyasi

ZRespublika shoshilinch tibbiy yordam ilmiy
markazining Buxoro filiali

XULOSA

Laparoskopik xolesistektomi hozirgi kunda keksa va
qari bemorlarda o'tkir kalkuldz xolesistitni davolashda
muhim yondashuvlardan biri hisoblanadi. 2018 yilgi
Tokio ko'rsatmalari shartlariga ko'ra, keksa va qari be-
morlarda laparoskopik xolesistektomiya bemorning
umumiy holatini engil yoki o'rtacha og'irlik deb aniqla-
gandan so'ng darhol amalga oshirilishi kerak. 2018 yilgi
Tokio ko'rsatmalariga ko'ra, keksa va qarilik yoshidagi
bemorning bunday holati laparoskopik xolesistek-
tomiyaga chidamli deb baholanishi mumkin. Ushbu
maqola keksa va qari bemorlarda laparoskopik xole-
sistektomiyadan keyingi operatsiyadan keyingi asorat-
larning xavf omillari to'g'risidagi dolzarb adabiyotlarni
tahlil gilishga bag'ishlangan.

Kalit so'zlar: O'tkir obstruktiv xolesistit, keksalik va
qarilik davri, xolesistektomi
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®AKTOPBI PUCKA NOCJEOINEPAIIMOHHBIX
OCJIOXXHEHM IOCJIE
JIATAPOCKOIMUYECKON
XOJEIUCTAKTOMUA

1AonypaxmanoB @ .M., 2My3addapos H. C.
ITamKkeHTCKasi MEJULUHCKAs aKaJeMust

2byxapckuil ¢puiman pecnyoJIMKaHCKOT0 Hay4HOT0
LEHTPAa 3KCTPEHHOI MeAULIUHCKON MIOMOIIH

ABCTPAKT

JTanapockonuyeckast XONeUUCTIKTOMUST HA CErOHSILL-
HUIl [IeHb CUMTAETCS OJHAM MX BaXKHbIX MOJXOMOB K
JIEUEHUI0 OCTPOro KalbKyJE3HOro XOJELUUCTUTA Y
OOJILHBIX MOXKUJIOrO U cTapuyeckoro Bo3pacta. CorjacHo
ycnoBusim  Tokufickux pekomeHpauuii ot 2018 ropa
JAMapOCKONMMYECKYI0 XOJELUCTIKTOMHUIO Y OOJBHBIX
MOXHUIJIOTO M CTAapyeCKOro BO3pacTa HEOOXOAMMO
BBINOJIHATH Cpa3y K€ I[ocje YCTAHOBKM OOLIEro
COCTOSIHUSL OOJIbHOIO KaK JIETKOM WM YMEpPEHHOH
Tskectu. [To yreepxaeHnto TOKMIACKMX peKOMEHIauuii
ot 2018 roma Takoe cOCTOsSIHME OOJILHOIO MOXKWUIIOTO U
CTApyecKoro BO3pacTa MOKET ObITh OIEHEHO Kak
CIIOCOOHOE NEPEHECTH JIANAPOCKONMYECKYH XOJIELHMCT-
9KTOMUIO. [laHHasi 0630pHasl CTaThsl MOCBSILCHA aHATTU3Y
COBPEMEHHOM JIUTEPATYpPbl OTHOCUTENBLHO (PaKTOPOB
pUCKa NOClieoNepayUuOHHbIX OCJOXHEHUH mocie
JAaNapOCKOMUYECKON XOJEUUCTIKTOMUU Y OOJBHBIX
MO>KMJIOTO U CTApYeCKOro BO3pacTa.

KiaioueBbie cioBa: ocTpblii OOCTPYKTHBHBIN XOJe-
LUUCTUT, TOXKUION U CTAPYECKUI BO3PACT, XOJIEUUCTIK-
TOMUSI
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