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Abstract
Background: Acute cholecystitis is the most frequent illnesses that necessitate surgical procedures in an emergency. Research 
indicates that performing cholecystectomy at an early stage leads to improved results, reduced hospital stays, and lower healthcare 
expenses. Early diagnosis is crucial during the presentation of a patient in the emergency ward and can be achieved by a precise 
clinical examination and the use of suitable diagnostic procedures. Ultrasound is regarded as the ideal initial imaging approach for 
individuals suspected of acute cholecystitis clinically.
Objective: To examine the diagnostic precision of emergency sonographic signs in patients with suspected acute cholecystitis, 
while considering histopathology as the gold standard.
Methods: A cross-sectional study at the selected hospital of Karachi conducted over one year, on 103 patients who met the 
diagnostic criteria. Mean and standard deviation for continuous data and frequencies with percentages were calculated for categorical 
data. Sensitivity, specificity, positive and negative predictive values, and diagnostic accuracy were measured. A p-value of ≤0.05 is 
significant.
Results: 47 (45.6%) were male and 56 (54.4%) were female. The mean age was 47.47 (8.57) years and the duration of symptoms 
was 7.19 (2.14) hours. Out of 103 patients, sensitivity, specificity, positive predictive value, negative predictive value, and diagnostic 
accuracy of emergency sonographic signs for the diagnosis of acute cholecystitis by keeping histopathology as the gold standard 
was 81.1%, 88.2%, 93.3%, 69.7%, and 83.4% respectively.
Conclusion: Emergency sonographic findings are effective in the identification and diagnosis of acute cholecystitis. The 
histopathological diagnosis correlated well with the ultrasound diagnosis of acute cholecystitis. This methodology will enhance the 
quality of medical care and increase patient safety.
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INTRODUCTION
Acute abdominal pain is a frequent reason for 
presentation in emergency departments with incidence 
reaching up to 10% [1-2]. Acute cholecystitis, is the 
most common cause attributable to acute abdominal 
pain, with a prevalence of 90% [2]. It is the second most 
common histopathological diagnosis from all the gall 
bladder specimens received in Pakistan [3].

Patients with symptomatic gallstones might develop 
acute cholecystitis, which is a consequence of gallstone 
disease. The condition known as cholecystitis is an 
inflammation of the gallbladder that can occur suddenly 
in people who have gallstones (acute calculous 
cholecystitis), occur without gallstones (acalculous 
cholecystitis), or develop gradually and be detected 
histologically after cholecystectomy [4, 5].

Clinical signs of acute cholecystitis include anorexia, 
abdominal guarding, fever, positive Murphy’s sign, 

leukocytosis, prolonged and constant severe right upper 
quadrant or epigastric discomfort, and pain radiating 
to the right shoulder or back. The first sign of pain is 
frequently experienced after eating fatty meals an hour 
or more [6-8].

Ultrasound has emerged as the first line of investigation in 
the diagnosis of acute cholecystitis. It is rapid, available, 
accurate, and cost-effective. It also has the advantage 
of providing real-time imaging and is non-invasive and 
non-ionizing [8].

The diagnosis cannot be established based solely on the 
data from history, physical examination, and laboratory 
tests. Patients exhibiting clinical symptoms indicative of 
acute cholecystitis should undergo abdominal imaging 
to verify the diagnosis. To confirm the diagnosis, it is 
necessary to show evidence of thickening or swelling 
of the gallbladder wall, the presence of a sonographic 
Murphy’s sign, or the inability of the gallbladder to fill 
during cholescintigraphy. Nuclear cholescintigraphy is 
a valuable tool when the diagnosis remains ambiguous 
even after ultrasonography. Patients suffering from acute 
cholecystitis often exhibit a positive “Murphy’s sign”.
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Ultrasonography is typically the initial diagnostic test 
and frequently confirms the diagnosis. The sonographic 
characteristics consist of gallbladder wall thickening 
(measuring more than 3 mm) or edema (also known as 
the double wall sign) [9, 10].

Multiple studies have assessed the precision of 
ultrasonography in diagnosing acute cholecystitis. A 
review briefed the findings of 30 trials on the use of 
ultrasonography in detecting gallstones and acute 
cholecystitis. The sensitivity and specificity for diagnosing 
acute cholecystitis were adjusted to 88% (95% CI 0.74 
to 1.00) and 80% (95% CI 0.62 to 0.98), respectively [6, 
11].

The ultrasonography has a sensitivity of approximately 
84% (95% CI 0.76 to 0.92) and a specificity of 99% (95% 
CI 0.97 to 1.00) for detecting gallstones. Ultrasonography 
is the primary imaging technique used to diagnose and 
evaluate the biliary system. It is generally accessible, safe, 
harmless, and cost-effective. This technique enables a 
thorough and immediate examination of the gallbladder, 
as well as the assessment of additional observations 
that aid in reaching a definitive diagnosis. As a result, it 
helps prevent unnecessary cholecystectomies and the 
associated difficulties [12, 13].

Radiological investigations are employed for diagnosing 
acute cholecystitis and also assist in decision-making 
for appropriate management. Ultrasonography is among 
the common ones with different diagnostic accuracies 
[13].

Despite the wide availability and use of ultrasound in 
cases of suspected acute cholecystitis, the accuracy 
of different ultrasound findings remains questionable. 
Therefore, it is essential to examine the diagnostic 
accuracy of the common sonographic findings in 
patients who present to the ultrasound department with 
suspected acute cholecystitis [14].

The utilization of hepatobiliary iminodiacetic acid (HIDA) 
was limited, but it provided an exact diagnosis in the only 
patient who experienced this procedure. Considering 
the evidence in the literature, HIDA should be used 
more frequently in cases where there is uncertainty in 
diagnosis. It has been suggested that HIDA has a higher 
sensitivity than ultrasonography equally for calculus 
cholecystitis and acalculous cholecystitis [15].

Adverse results were associated with increased 
gallbladder wall thickness and postponed surgical 
intervention. The study revealed that a wall thickness of 5 
mm or greater was linked to acute cholecystitis, necrosis, 
and prolonged surgical duration. However, the rates 
of conversions, complications, and extent of hospital 
visits were comparable. Individuals aged 70 years or 
older exhibited a notable rise in both complications and 
hospitalization duration. Ultrasonography is the preferred 
approach for examining the gallbladder, as it has a high 

sensitivity for detecting thickening of the gallbladder wall 
but does not indicate acute cholecystitis. It is crucial to 
establish a link between sonographic, clinical, laboratory, 
and epidemiological findings to prevent unnecessary 
cholecystectomies [16, 17].

Babak Schekarchi et al. described sensitivity, specificity, 
PPV, and NPV as cholelithiasis to be 92.7%, 97.1%, 
88.8% and 98.1%, PCFF to be 68.2%, 97.8%, 98.1% 
and 97.8%, GBWT to be 75.0%, 97.3%, 80.5%, and 
96.3% and wall edema to be 40.0%, 97.5%, 33.3%, and 
98.2% respectively [13].

After a thorough literature search, no local data about 
the diagnostic accuracy of emergency sonographic 
signs was found to be available. Moreover, international 
data does not apply to our local population because of 
delayed presentation, due to cost issues and lack of 
diagnostic facilities. The objective was to investigate the 
diagnostic accuracy of emergency sonographic signs in 
suspected patients with acute cholecystitis considering 
histopathology as the gold standard.

MATERIALS AND METHODS
This cross-sectional study was conducted in the 
Radiology department at PNS Shifa Naval Hospital, 
Karachi, over six months from 08-01-19 till 08-07-19. 
The sample size was calculated by taking, a sensitivity 
of 84%, and specificity of 49% [18]. The margin of 
error d=7.5% for sensitivity and 7.5% for specificity, 
confidence interval 95% and Prevalence 90% [2]. The 
estimated sample size was 103 patients.

The study was conducted after approval by the hospital 
ethical review board ERB. The subjects were recruited 
by a non-probability consecutive sampling technique 
after giving informed consent and presenting in the 
emergency department. Participants were enrolled 
based on the inclusion criteria: patients referred from the 
emergency department for an ultrasound abdomen with 
suspected acute cholecystitis, patients with ultrasound 
findings of wall thickening or stone in the gall bladder, 
and an age range between 18-60 years. Patients were 
excluded who were diagnosed with carcinoma of the gall 
bladder or a history of cholecystectomy. Each patient 
presenting with suspected acute cholecystitis underwent 
a sonographic scan of the abdomen on Toshiba Xario 
100 Platinum machine by a trained sonographer having 
undergone at least 6 months of supervised training. 
The right hypochondriac region was specifically 
assessed for the presence of emergency sonographic 
signs of acute cholecystitis. The patients were then 
diagnosed sonographically with acute cholecystitis and 
subsequently underwent cholecystectomy and were 
followed for histopathological confirmation. The data 
sets were used to calculate the diagnostic accuracy of 
emergency sonographic signs for acute cholecystitis. 
Demographic data such as age and gender of patients 
were recorded on proforma.
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The data was analyzed using the statistical software 
SPSS version 22. Descriptive statistics were computed 
for variables of both qualitative and quantitative nature. 
Qualitative variables include gender, duration of 
symptoms, sonographic signs, and histopathological 
findings.

The presentation included the mean and standard 
deviation for quantitative factors such as age. The 
sensitivity, specificity, positive predictive value, 
negative predictive value, and diagnostic accuracy 
were calculated. Stratification was used to account for 
effect modifiers such as age and gender. The sensitivity, 
specificity, positive predictive value, negative predictive 
value, and diagnostic accuracy were calculated using a 
post-stratification 2 x 2 table.

RESULTS
The ages of the 103 patients ranged from a minimum of 
25 years to a maximum of 60 years. The average age in 
our sample was 47.47 years, with a standard deviation 
of 8.57. The mean duration of symptoms was 7.19 (2.14) 
hours, as seen in Table 1.

The frequency distribution of age, gender, symptom 
duration, and acute cholecystitis confirmed by 
histopathology & by emergency sonographic signs are 
present in Table 1.

Out of 103 patients, sensitivity, specificity, positive 
predictive value, negative predictive value, and 
diagnostic accuracy of emergency sonographic signs 
for the diagnosis of acute cholecystitis by keeping 
histopathology as the gold standard was found to be 
81.1%, 88.2%, 93.3%, 69.7%, and 83.4% respectively 
as shown in Table 2.

The stratification of age in the 18-40-year age group 
revealed the following percentages for sensitivity, 
specificity, positive predictive value, negative predictive 
value, and diagnostic accuracy of emergency 
sonographic signs in diagnosing acute cholecystitis using 
histopathology as the gold standard: 78.5%, 88.2%, 
84.6%, 83.3%, and 83.8% respectively. Furthermore, 
the percentages for the age range 41-60 years were 
determined to be 81.8%, 88.2%, 95.7%, 60%, and 
83.3% accordingly, as stated in Table 3.

The gender-based analysis of emergency sonographic 
signs for diagnosing acute cholecystitis, using 
histopathology as the gold standard, showed the following 
results in the male group: sensitivity - 81.8%, specificity 
- 85.7%, positive predictive value - 93.1%, negative 

Table 1: Descriptive statistics.

Variables Mean (Standard Deviation)
Age (Years) 47.47 (8.57)
Duration of Symptoms (Hours) 7.19 (2.14)
Variables Frequency (%)
Age groups
18-40years 31 (30.1)
41-60 years 72 (69.9)
Gender
Male 47(45.63)
Female 56(54.37)
Duration of Symptoms
≤ 1 hour 24(23.3)
>1 hour 79(76.7)
Acute Cholecystitis Confirmed by Histopathology
Had acute cholecystitis 69 (67)
Did not have acute cholecystitis 34 (33)
Acute Cholecystitis Confirmed by Emergency Sonographic 
Signs
Had acute cholecystitis 60 (58.3)
Did not have acute cholecystitis 43 (41.7)
*Mean (± Standard Deviation).

Table 2: Diagnostic accuracy, sensitivity, specificity, positive predictive 
value, and negative predictive value of emergency sonographic signs 
for the diagnosis of acute cholecystitis by keeping histopathology as 
the gold standard.

Diagnostic Accuracy Parameters Formula Percentage 
(%)

Sensitivity TP/TP+FN x 100 81.1
Specificity TN/TN+FP x 100 88.2
Positive Predictive Value TP/TP+FP x 100 93.3
Negative Predictive Value TN/FN+TN x 100 69.7

Table 3: Diagnostic accuracy of emergency sonographic signs for the 
diagnosis of acute cholecystitis by taking histopathology as the gold 
standard stratified by age, gender, and duration of symptoms.

Variables
Emergency 

Sonographic 
Sign

Histopathology
Total Diagnostic 

accuracyPositive Negative

Age (Years)

18-40
POSITIVE
NEGATIVE

Total

11(TP)
03(FN)

14

02(FP)
15(TN)

17

13
18
31

SEN	 78.5%
SPE	 88.2%
PPV	 84.6%
NPV	 83.3%
DA	 83.8%

41-60
POSITIVE
NEGATIVE

Total

45(TP)
10(FN)

55

02(FP)
15(TN)

17

47
25
72

SEN	 81.8%
SPE	 88.2%
PPV	 95.7%
NPV	 60%
DA	 83.3%

Gender

MALE
POSITIVE
NEGATIVE

Total

27(TP)
06(FN)

33

02(FP)
12(TN)

14

29
18
47

SEN	 81.8%
SPE	 85.7%
PPV	 93.1%
NPV	 66.6%
DA	 82.9%

FEMALE
POSITIVE
NEGATIVE

Total

29(TP)
07(FN)

36

02(FP)
18(TN)

20

31
25
56

SEN	 80.5%
SPE	 90.0%
PPV	 93.5%
NPV	 72.0%
DA	 83.9%

DURATION OF SYMPTOMS (HOUR)

≤ 1 hour
POSITIVE
NEGATIVE

Total

04(TP)
03(FN)

07

02(FP)
15(TN)

17

06
18
24

SEN	 57.1%
SPE	 88.2%
PPV	 66.6%
NPV	 83.3%
DA	 79.1%

> 1 hour
POSITIVE
NEGATIVE

Total

52(TP)
10(FN)

62

02(FP)
15(TN)

17

54
25
79

SEN	 83.8%
SPE	 88.2%
PPV	 96.2%
NPV	 60.1%
DA	 84.8%
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predictive value - 66.6%, and diagnostic accuracy - 
82.9%. Furthermore, the percentage of females in the 
group was determined to be 80.5%, 90%, 93.5%, 72%, 
and 83.9% accordingly as shown in Table 3.

The stratification analysis of symptom duration in the ≤ 
1-hour group revealed the values for sensitivity, specificity, 
positive predictive value, negative predictive value, and 
diagnostic accuracy of emergency sonographic signs for 
diagnosing acute cholecystitis using histopathology as 
the gold standard: 57.1%, 88.2%, 66.6%, 83.3%, and 
70.1% respectively. Furthermore, the percentages for 
the > 1-hour group were determined to be 83.8%, 88.2%, 
96.2%, 60.1%, and 84.8% correspondingly (Table 3).

DISCUSSION
Approximately 9% of admissions to the hospital for acute 
abdominal pain are attributed to acute cholecystitis 
[17, 18]. Acute cholecystitis is a disorder characterized 
by inflammation of the gallbladder [19-22]. In 95% of 
cases, this inflammation is caused by a blockage in 
the gallbladder neck or cystic duct, usually due to a 
gallstone [23]. Sonographic data, including the detection 
of stones, gallbladder distention, wall thickness, and, 
are often utilized to diagnose cholecystitis due to the 
inconsistent nature of its clinical presentation [22-24].

Our study showed that the mean age and duration of 
symptoms in our study were 47.47(8.57) years and 7.19 
(2.14) hours. Males were 47 (45.6%) and females were 
56 (54.4%). Out of 103 patients, sensitivity, specificity, 
positive predictive value, negative predictive value, 
and diagnostic accuracy of emergency sonographic 
signs for the diagnosis of acute cholecystitis by keeping 
histopathology as the gold standard was found to be 
81.1%, 88.2%, 93.3%, 69.7%, and 83.4% respectively.

Shekarchi et al. study examined ED patients with RUQ 
pain for acute cholecystitis. The study included 342 
patients (63.2% female) with a mean age of 53.92 (20-83 
years). Based on ED and radiology reports, 53 (15.50%) 
and 48 (14.00%) patients had acute cholecystitis 
sonograms (Kappa = 0.826). Bedside sonography had 
sensitivity, specificity, positive and negative predictive 
values, and positive and negative likelihood ratios of 
89.58 (95%CI: 76.55-96.10), 96.59 (95%CI: 93.63-
98.29), 81.13, 98.26, 4.30, and 0.017 [17].

Another study included a total of 291 cases. 120 
individuals had a nonbiliary diagnosis, 114 had 
cholelithiasis only (39%), and 57 patients total had AC 
(20%). Of the 57 patients who were diagnosed with AC, 
46 had post-cholecystectomy confirmatory pathology, 
five had post-cholecystectomy bile cultures, three had 
post-endoscopic retrograde cholangiopancreatography 
confirmatory cultures, and three had confirmation by 
hepatobiliary iminodiacetic acid scan. Within a month 
of being released from the ED, no patients had an AC 
diagnosis. The study sensitivity, specificity, PPV, and 

NPV for cholelithiasis to be 84%, 49%, 29%, and 93%, 
sludge to be 23%, 91%, 38% and 83%, pericholecystic 
fluid (PCCF) to be 23%, 98%, 72% and 84% and gall 
bladder wall thickening (GBWT)> 3 mm to be 54%, 92%, 
63% and 89% respectively [18].

Hwang et al. included 107 patients who needed an urgent 
cholecystectomy; 83 of them received ultrasonography. 
For ultrasonography, there was 92% inter-radiologist 
agreement. Ultrasonography exhibited 100% sensitivity, 
18% specificity, 81% positive predictive value (PPV), and 
100% negative predictive value (NPV) for the diagnosis 
of cholelithiasis. On histology, all patients showed chronic 
cholecystitis, and 67% of them had acute cholecystitis. 
An ultrasound indicating cholelithiasis or acute 
cholecystitis produced a sensitivity of 74%, specificity of 
62%, PPV of 80%, and NPV of 53% for the diagnosis of 
acute cholecystitis when paired with a positive Murphy 
sign and an increased neutrophil count [19].

189 participants who received bedside ultrasonography 
were part of a different prospective evaluation. The test’s 
sensitivity was 87% (95% confidence interval [CI] 66% to 
97%), specificity was 82% (95% CI 74% to 88%), positive 
likelihood ratio was 4.7 (95% CI 3.2 to 6.9), negative 
likelihood ratio was 0.16 (95% CI 0.06 to 0.46), positive 
predictive value was 44% (95% CI 29% to 59%), and 
negative predictive value was 97% (95% CI 93% to 99%). 
Radiology ultrasonography test characteristics included 
sensitivity of 83% (95% CI 61% to 95%), specificity of 
86% (95% CI 77% to 92%), positive likelihood ratio of 
5.7 (95% CI 3.3 to 9.8), negative likelihood ratio of 0.20 
(95% CI 0.08 to 0.50), positive predictive value of 59% 
(95% CI 41% to 76%), and negative predictive value of 
95% (95% CI 88% to 99%) [20].

The study evaluated emergency department referrals 
and only a small section of patients that attended 
ER were analyzed, representing a selection bias, 
limited to a group of patients, potentially impacting the 
generalizability of the results.

CONCLUSION
Emergency sonographic findings are effective due to 
high specificity in the identification and diagnosis of 
acute cholecystitis. The histopathological diagnosis of 
the present study correlated well with the ultrasound 
diagnosis of acute cholecystitis. This approach will 
contribute to improvement in patient care and enhance 
patient safety.

FUTURE RECOMMENDATIONS
This study would develop better insight into the topic 
on a local and regional level and would also provide 
necessary data that could be used in the future as a 
reference to better understand and utilize emergency 
sonographic signs in the context of suspected acute 
cholecystitis.
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LIST OF ABBREVIATIONS
AC	 Acute Cholecystitis
GBCA	 Gall Bladder Carcinoma
ERCP	 Endoscopic Retrograde
	 Cholangiopancreatography
MRCP	 Magnetic Resonance 
	 Cholangiopancreatography
CT	 Computed Tomography
MRI	 Magnetic Resonance Imaging
US	 Ultrasonography
SPSS	 Statistical Package for the Social Sciences
PPV	 Positive Predictive Value
NPV	 Negative Predictive Value

ETHICAL APPROVAL
Ethical approval of the study has been granted by the 
hospital’s ethical review board ERB. All procedures 
performed in studies involving human participants were 
following the ethical standards of the institutional and/ 
or national research committee and with the Helsinki 
Declaration.

CONSENT FOR PUBLICATION
An informed consent form was signed by the patients 
presenting in the emergency department.

AVAILABILITY OF DATA
The data set will be available from the corresponding 
authors upon a reasonable request.

FUNDING
None.

CONFLICT OF INTEREST
The authors declare that there is no conflict of interest.

ACKNOWLEDGEMENTS
The authors are grateful to the Radiology Department of 
PNS (Pakistan Naval Station) Shifa Hospital for technical 
assistance and facilities for conducting clinical research. 
The authors gratefully acknowledge the cooperation of 
technical staff and medical officers.

AUTHORS’ CONTRIBUTION
MSN guarantor of integrity of the entire study. MSN 
and MA generate study concepts and design. NS did 
literature research, and ST collected data. NS and MA 
analyze the data. MSN and NS prepared a manuscript. 
The manuscript was critically reviewed and revised by 
MA, NS & ST. All authors have read and approved the 
manuscript.

REFERENCES
1.	 Van Randen A, Laméris W, van Es HW, van Heesewijk HP, van 

Ramshorst B, Ten Hove W, et al. A comparison of the accuracy 
of ultrasound and computed tomography in common diagnoses 
causing acute abdominal pain. Eur Radiol 2011; 21(7): 1535-45. 
DOI: https://doi.org/10.1007/s00330-011-2087-5

2.	 Pereira J, Bass GA, Mariani D, Dumbrava BD, Casamassima A, 
Da Silva AR, et al. Surgeon-performed point-of-care ultrasound 

for acute cholecystitis: indications and limitations: A European 
Society for Trauma and Emergency Surgery (ESTES) consensus 
statement. Eur J Trauma Emerg Surg 2020; 46: 173-83.

	 DOI: https://doi.org/10.1007/s00068-019-01197-z
3.	 Faikhongngoen S, Chenthanakij B, Wittayachamnankul B, Phinyo 

P, Wongtanasarasin W. Developing a simple score for diagnosis 
of acute cholecystitis at the emergency department. Diagnostics 
2022; 12(9): 2246.

	 DOI: https://doi.org/10.3390/diagnostics12092246
4.	 Wertz JR, Lopez JM, Olson D, et al. Comparing the diagnostic 

accuracy of ultrasound and CT in evaluating acute cholecystitis. 
Am J Roentgenol 2018; 211(2): W92-7.

	 DOI: https://doi.org/10.2214/AJR.17.18884
5.	 Ahmad Z, Arshad H, Fatima S, Idrees R, Ud-Din N, Ahmed R, et al. 

Gastrointestinal, liver and biliary tract pathology: A histopathological 
and epidemiological perspective from Pakistan with a review of the 
literature. Asian Pac J Cancer Prev 2013; 14(11): 6997-7005.

	 DOI: https://doi:10.7314/apjcp.2013.14.11.6997
6.	 Miura F, Takada T, Strasberg SM, Solomkin JS, Pitt HA, Gouma 

DJ, et al. TG13 flowchart for the management of acute cholangitis 
and cholecystitis. J Hepatobiliary Pancreat Sci 2013; 20(1): 47-54. 
DOI: https://doi:10.1007/s00534-012-0563-1

7.	 Gillman LM, Kirkpatrick AW. Portable bedside ultrasound: The 
visual stethoscope of the 21st century. Scand J Trauma Resusc 
Emerg Med 2012; 20: 18.

	 DOI: https://doi:10.1186/1757-7241-20-18
8.	 Zenobii MF, Accogli E, Domanico A, Arienti V. Update on bedside 

ultrasound (US) diagnosis of acute cholecystitis (AC). Intern 
Emerg Med 2016; 11(2): 261-4.

	 DOI: https://doi:10.1007/s11739-015-1342-1
9.	 Blehar DJ, Barton B, Gaspari RJ. Learning curves in emergency 

ultrasound education. Acad Emerg Med 2015; 22(5): 574-82. 
DOI: https://doi:10.1111/acem.12653

10.	Lorusso F, Fonio P, Scardapane A, et al. Gatrointestinal imaging with 
multidetector CT and MRI. Recenti Prog Med 2012; 103(11): 493-9. 
DOI: https://doi.org/10.1701/1166.12895

11.	O’Connor OJ, Maher MM. Imaging of cholecystitis. AJR Am J 
Roentgenol 2011; 196(4): W367-74.

	 DOI: https://doi:10.2214/AJR.10.4340
12.	Madhesia AK, Panda S, Mohanty SS, Suma MK, Sen KK, Kolluru 

RK, et al. Evaluation of diagnostic accuracy of contrast-enhanced 
computed tomography in acute abdomen: a cross-sectional study. 
J Clin Diagn Res 2023; 17(5): TC06-9.

	 DOI: https://doi:10.7860/JCDR/2023/62643.17795
13.	Macafee DA, Humes DJ, Bouliotis G, Beckingham IJ, Whynes DK, 

Lobo DN. Prospective randomized trial using cost-utility analysis 
of early versus delayed laparoscopic cholecystectomy for acute 
gallbladder disease. Br J Surg 2009; 96(9): 1031-40.

	 DOI: https://doi:10.1002/bjs.6685
14.	Scardapane A, Pagliarulo V, Ianora AA, Pagliarulo A, Angelelli 

G. Contrast-enhanced multislice pneumo-CT-cystography in the 
evaluation of urinary bladder neoplasms. Eur J Radiol 2008; 66(2): 
246-52.

	 DOI: https://doi:10.1016/j.ejrad.2007.06.005
15.	Hiatt KD, Ou JJ, Childs DD. Role of ultrasound and CT in the 

workup of right upper quadrant pain in adults in the emergency 
department: A retrospective review of more than 2800 cases. Am J 
Roentgenol 2020; 214(6): 1305-10.

	 DOI: https://doi.org/10.2214/AJR.19.22188
16.	Stinton LM, Shaffer EA. Epidemiology of gallbladder disease: 

Cholelithiasis and cancer. Gut Liver 2012; 6(2): 172-87. 
DOI: https://doi:10.5009/gnl.2012.6.2.172

17.	Shekarchi B, Hejripour Rafsanjani SZ, Shekar Riz Fomani N, 
Chahardoli M. Emergency department bedside ultrasonography 
for diagnosis of acute cholecystitis; a diagnostic accuracy study. 
Emerg (Tehran Iran) 2018; 6(1): e11.

	 DOI: https://doi:10.22037/emergency.v6i1.13691
18.	Nugent JP, Li J, Pang E, Harris A. What’s new in the hot gallbladder: 

the evolving radiologic diagnosis and management of acute 



Liaquat National Journal of Primary Care 2024; 6(3): 207-212212

Muhammad Shoaib Nasir, Nida Shoaib, Muhammad Akhtar and Sana Tariq

cholecystitis. Abdomin Radiol 2023; 48(1): 31-46.
	 DOI: https://doi.org/10.1007/s00261-022-03451-2
19.	Hwang H, Marsh I, Doyle J. Does ultrasonography accurately 

diagnose acute cholecystitis? Improving diagnostic accuracy based 
on a review at a regional hospital. Can J Surg 2014; 57(3): 162-8. 
DOI: https://doi:10.1503/cjs.027312

20.	Maddu K, Phadke S, Hoff C. Complications of cholecystitis: A 
comprehensive contemporary imaging review. Emerg Radiol 2021; 
28(5): 1011-27.

	 DOI: https://doi.org/10.1007/s10140-021-01944-z
21.	De Simone B, Chouillard E, Borzellino G, Sartelli M, Ansaloni L, 

Catena F. diagnostic imaging in surgery. In: Emergency Surgery 
for Low Resource Regions. Springer 2021; pp. 37-47.

	 DOI: https://doi.org/10.1007/978-3-030-68099-2_6

22.	Morikawa T, Unno M. Acute cholecystitis. Four days duration 
with a palpable lump. In: Dilemmas in abdominal surgery: A 
case-based approach. Morikawa T, Unno M, Eds. Taylor & 
Francis 2020; p. 163. https://www.taylorfrancis.com/chapters/
edit/10.1201/9780429198359-32/acute-cholecystitis-takanori-
morikawa-michiaki-unno

23.	Wee NK, Cheong WS, Low HM. CT and MRI findings of acute 
calculous cholecystitis and its complications in Singapore: A 
pictorial review. Med J Malaysia 2021; 76(5): 706-13. https://
mail.e-mjm.org/2021/v76n5/acute-calculous-cholecystitis.pdf

24.	Fersahoğlu MM, Çiyiltepe H, Ergin A, Fersahoğlu AT, Bulut NE,  
Başak A, et al. Effective use of CT by surgeons in acute appendicitis 
diagnosis. Ulus Travma Acil Cerrahi Derg 2021; 27(1): 43. 
DOI: https://doi.org/10.14744/tjtes.2020.13359


