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Background
► This study aims to compare the outcome of patients with acute cholecystitis 

(AC) undergoing early laparoscopic cholecystectomy (ELC) versus delayed 
laparoscopic cholecystectomy (DLC) after 72 hours of symptoms.

► At the time of publish (2016), LC was proposed for patients with symptoms 
less than 72 hours and no prospective data was available for patients with 
symptoms >72 hours. Long standing understanding of pathophysiology; edema 
2-4 days followed by necrosis and subsequently suppurative cholecystitis.

► Tokyo guideline (TG13) propose ELC within 72 hours for grade 1 and selected 
grade 2 (experienced surgeon, advance laparoscopic system). >72 hours 
patients, LC was delayed.

► ELC is defined as LC as soon as diagnosis is made within the same admission. 
DLC is defined as 6 weeks after diagnosis is made. 



ABSTRACT
This is a structured abstract of an original article 
comparing between the clinical outcomes of ELC 
versus DLC for patients diagnosed with AC with 
symptoms of more than 72 hours.

86 patient was recruited and evenly randomized 
into 2 groups which undergone ELC or DLC. 
Primary outcome (PO) was morbidity. Secondary 
outcome (SO) was hospital length of stay, duration 
of abx, hospital costs and surgical outcome.

Conclusion of this study shows that:
- ELC is safe compared to DLC (P = 0.015) with 
concomitant benefit of shorter hospital stay (P = 
0.001), lower overall cost (P = 0.0018), less 
morbidity and shorter duration of antibiotics (P 
= 0.001).



ABSTRACT - title

Acute cholecystitis

ELC

DLC

Not mentioned

Summary:
1. Randomized study but blinding is not 

mentioned. 
2. Title is inadequate – no outcome measures.
3. Unclear weather comparison is made for 

<72 vs >72 hrs or not. 
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► Study Design

• Design: Single-center randomized controlled trial (RCT)

• Setting: University Hospital CHUV, Switzerland

• Registration: NCT01548339

• Randomization: 1:1 allocation (sealed opaque envelopes)

• Blinding: None

• Study period: 2009–2014

• Sample size: 86 patients (after interim analysis recalculation)

� Author and journal Quality

• Annals of Surgery : Impact factor 6.4

• Author H index : 27.

• Authors are from surgical department. Lead corresponding author has several 
thousand citations across surgical research, including hepatobiliary and 
emergency surgery topics.



Method
Inclusion criteria
• Age >16 years
• Acute cholecystitis (Tokyo diagnostic criteria)
• Symptoms >72 hours
• No upper limit of symptom duration

Exclusion criteria
• Severe sepsis
• Perforation
• Cholangitis
• Pancreatitis
• Pregnancy
• Immunosuppression

ELC: 42
DLC: 44



Method

► Early LC (ELC)

• Surgery performed during index admission

• Antibiotics stopped post-op unless indicated

► Delayed LC (DLC)

• Initial conservative treatment (10–14 days antibiotics)

• Planned LC ≥6 weeks later



Analysis

Demographic of 
patient is similar in 
both subgroup



Analysis – PO and SO

DLC : 17 MORBIDITY



MORBIDITY

ELC (6)
n=42

Post op 
complications

DLC (17)
n=44

13 Non 
resolution of 

symptoms

7 recurrent 
symptoms

2 pancreatitis

1 cholangitis7 post op 
complication

• Overall morbidity P = 0.015
• Unplanned readmission/emergency consultation 
awaiting delayed cholecystectomy P =  0.001
• Postop complication P = 1.0



• LOS P = 0.001
• Abx P = 0.001
• Cost P = 0.018

CostAbxLOS

Secondary 
objective

ELC 3-4 days; 
median 4

1-5 days; 
median 2

9349 
(7865–11,142) 

DLC 5-11 days; 
median 7

10-14 days; 
median 10

12,361 
(10,753–14,253) 







Discussion
1. Previous literature at the point of this study publication discusses LC for AC 

from point of admission until operation without encompassing duration of 
symptoms of which patient experience.

2. Degree of inflammation does not necessarily time-dependent.

3. ELC for AC beyond 72 hours is safe. Recommendation:

- Daytime surgery. Nightime 13-15% conversion rate.



Study strength and limitation

► Strengths

✔ Randomized controlled design
✔ Clearly defined inclusion criteria
✔ Intention-to-treat analysis
✔ Clinically meaningful composite primary outcome
✔ Cost analysis included
✔ First RCT specifically >72 hours subgroup

► Limitations

✘ Single center (limited generalizability)
✘ Small sample size (n=86)
✘ Underpowered for rare complications (e.g., bile duct injury)
✘ No blinding
✘ Composite outcome may overestimate clinical impact
✘ Long recruitment period (6 years)



Impact
► Supports early surgery irrespective of symptom duration

► Challenges traditional timing dogma

► Supports updating practice beyond strict 72-hour window

Change of practice?



TG18?





Clinical practice TG13 vs TG18



Bailout strategies

A bail-out procedure is chosen when Calot triangle is 
appropriately exposed but CVS is cannot be achieved.
- non-dissectible scarring, fibrosis


