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Background
Common bile duct stones were recorded in 10–18% of cases with gall bladder
stones and vary in line with age. Almost 55% of those cases are symptomatic, and
complications develop in half of them.
Patients with choledochocystolithiasis may undergo immediate laparoscopic
cholecystectomy (LC) after endoscopic retrograde cholangiopancreatography
(ERCP) with endoscopic sphincterotomy (ES) in one setting, which is
recommended, as it prevents recurrent complications of biliary tract and
reduces morbidity and hospitalization, or undergo delayed LC after ERCP. The
conversion from LC to open cholecystectomy after ES for choledochocystolithiasis
reaches up to 20%, at least when LC was postponed for 4–8 weeks after ES.
Aim
To evaluate the advantages of early over delayed LC in patients with common bile
duct stones regarding outcome, safety, and complications.
Patients and methods
This prospective randomized study was carried out from December 2018 to
December 2020 at Department of General Surgery, and Department of
Gastroenterology, Hepatology and Infectious Diseases, Al Azhar University
Hospitals, Assiut, Egypt. It included 100 consecutive patients with cholelithiasis
and choledocholithiasis who underwent LC after ERCP. All cases were classified
into two groups. Group A included cases with choledochocystolithiasis that
underwent immediate LC after ERCP, and group B included cases with
choledochocystolithiasis that underwent delayed LC after ERCP.
Results
The duration of operation was much longer in group B (75.4±16.8, range:
40–90min) than in group A (40±10, range: 30–45min). The conversion rate was
also significantly more incident in delayed group (21.8%).
Conclusion
The immediate LC after ERCP had better outcome than delayed LC after ERCP. It
had lower conversion rate, less operative time, short hospitalization, and less
postoperative complications.
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Introduction
Nowadays, gall bladder (GB) stones are one of the
most common diseases all over the world. It is
responsible for at least 1 000 000 hospitalizations,
and greater than 700 000 surgical approaches were
performed yearly in the USA [1]. Although the
recorded mortality of this disease is fairly low
(0.6%), it is related to the associated with increased
complications [2]. Common bile duct (CBD) stones
occur in 10–18% of the cases undergoing
cholecystectomy. Although approximately one-third
of those cases will spontaneously be cured without
intervention within 6 weeks [3], drastic effects of
untreated choledocholithiasis including ascending
cholangitis and pancreatitis may be extensive. So
Wolters Kluwer - Medknow
consequently, the usual recommendations were the
detection and management of CBD stones together
with laparoscopic cholecystectomy (LC) [4].

Currently, LC is the preferred management for GB
stones [5], and at the same time, endoscopic retrograde
cholangiopancreatography (ERCP) with endoscopic
sphincterotomy (ES) is the procedure usually used
for clearance of CBD from stones [6]. There is still
controversy about the order wherein ERCP and LC
DOI: 10.4103/ejs.ejs_119_21
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need to be achieved, in addition to the suitable time
between the two approaches [7]. Many authors agree
with the opinion that LC needs be completed shortly
following ERCP [8–13].

Nowadays, in cases presented with GB and CBD
stones, the gold standard management is the
clearance of CBD stones via ERCP and LC.
However, the controversy was when to do and
whether we will able to do it concurrently or one
after another and what optimal gap needs to be
there. The aim was to find the most suitable gap for
LC after ERCP [14].

Symptomatic cholelithiasis and choledocholithiasis
are more recorded gastrointestinal surgical entities,
complicated by accumulation of GB stone. Although
treatment modalities include laparoscopic [15],
endoscopic, conventional open technique, or via a
combination of them or through carrying out those
in a step-wise series to treat GB stone and CBD stone,
there is no clear consensus on the correct procedures
[16]. Obviously, ERCP remains the most accepted
procedure to assess the CBD stone. Often, the
removal of CBD stone was performed by ERCP
with ES before LC, as the preferred strategy [17].

The recent management for calcular obstructive
jaundice is the removal of stones using ES. ES is
broadly used as an option of management for those
with CBD stone [18]. Stone removal of CBD via
ERCP with ES has a success rate up to 97% [19].

Multiple studies argue that endoscopic therapy of
CBD stone without cholecystectomy is the best
treatment. However, more than 24% of patients in
the retrospective and prospective series experienced
biliary complications after various intervals of
observation, and subsequently, cholecystectomy rate
is high [20]. So, the ideal treatment of CBD stone
should be safe and cost-effective [21]. Patients with
combined gall stones and CBD stone need
management for both CBD and GB stones. There
are various treatment modalities for the clearance of
CBD stone (preoperatively, peroperatively, and
postoperatively) collectively with LC [22]. Standard
treatment in lots of western countries includes ES
followed by LC [23]. ES is usually carried out in
cases with choledochocystolithiasis followed by LC.
However, many cases undergo LC 4–8 weeks
after ES. The rate of conversion of elective LC
after ES is high, and the cases can develop recurrent
biliary complications throughout the period of
waiting [24].
ERCP is one of the best procedures used for treatment
of CBD stone [25]. Many worldwide research studies
have shown that this approach is safe before LC,
whereas other research studies, however, show that
immediate LC after ERCP is associated with low
risk of cholangitis and recurrent pancreatitis [26,27].

The appearance of endoscopic methods changes
surgical intervention in several ways. There are
various treatment modalities for the clearance of
CBD stone including ERCP with ES, laparoscopic
common bile duct exploration through the transcystic
approach or LC [28,29], or open CBD exploration
[15,30].

The greatest risk of CBD stone extraction by ERCP
before or after surgery are cholangitis and pancreatitis;
additionally, more than 10% of the preoperative
ERCP cases are normal. The creation of LC has
reopened the controversy on the best treatment of
cases with CBD stones or suspected CBD stones that
undergo cholecystectomy. The main purpose for this is
to extend theadvantages ofminimally invasive technique
to this group of patients. The strategy of treatment
for GB stones with secondary CBD stones is ERCP
followed by LC. Although immediate LC is
recommended, there is no consensus about suitable
gap between LC and endoscopic retrograde
cholangiopancreatography [31,32].

Possibly, the timing of LC after ES may affect the
complexity of the operation. Many authors agree with
that delayed LC is safe if done 4–8 weeks after ES [11].
Patients and methods
This prospective randomized study was carried out from
December 2018 toDecember 2020 at theDepartment of
General Surgery, and Department of Gastroenterology,
Hepatology and Infectious Diseases, Al Azhar
University Hospitals, Assiut, Egypt. It included 100
consecutive adult patients with cholelithiasis and
choledocholithiasis who underwent LC after ERCP.
After approval from local ethical committee and
an informed written consent was taken from all
patients who accepted to participate in the study,
full history was taken, physical examination was done,
and radiological investigations (ultrasound and/or
magnetic resonance cholangiopancreatography) were
reported. Choledocholithiasis was suspected in
patients who had one or more of the following
criteria: history of obstructive jaundices, elevated
bilirubin, serum gamma-glutamyl transpeptidase
and alkaline phosphatase, dilated CBD (>8mm)
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by ultrasonography, and CBD stone diagnosed
by ultrasound and/or magnetic resonance
cholangiopancreatography.

Our exclusion criteria were patients with evidence of
inflammation (ascending cholangitis, acute
pancreatitis, and acute cholecystitis), patients with
hepatitis B and C, patients with known allergy to
contrast media, those with abdominal adhesions, or
those with failed ERCP.
Figure 1

(a) ERCP in CBDs. (b) Cholangiogram showing large CBD stone. CBD,
tography.

Figure 2

(a) Cholangiogram showing single distal CBD stone with multiple proximal
common bile duct.
All patients underwent ERCP under general
anesthesia (Fig. 1a). The presence of CBD stone
was reported on endoscopic cholangiography
(Figs 1b and Fig. 22a,b), and the extraction of
stones was done by either dormia basket or
balloon catheter. In cases of occlusion via large
stones (Fig. 1b), mechanical lithotripsy was done
[30]. At the end of ERCP, intraoperative
cholangiography was done to ensure that there are
no missed stones.
common bile duct; ERCP, endoscopic retrograde cholangiopancrea-

stones. (b) Cholangiogram showingmultiples CBD small stone. CBD,
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After ERCP, all cases were classified into two groups:

Group A was the immediate group, in which LC was
done immediately after ERCP in the same session, or
underwent LC within 72 h after ERCP.

Group B was the delayed group in which LC was done
after 4–8 weeks. LC was done in all patients by the
same surgical team and the standard 4-port technique
was used (Figs. 3 and 4). The calculation of the time of
the operation was from beginning of the incision until
closure of the skin. The outcome and complications of
ERCP and LC, the conversion rate to an open
Figure 3

Distended gall bladder.

Figure 4

Dissection showed cystic duct and dilated CBD. CBD, common bile
duct.
approach, the time of the operation, hospitalization,
andmortality were recorded.Hospital stays included all
periods of admission for ERCP, LC, and recurrent
biliary symptoms. The followed up period ranged from
3 and 6 months, and patients were instructed to notify
the surgeon if there were any biliary symptoms.
Statistical analysis
The collected data had been processed using SPSS,
version 15 (SPSS Inc., Chicago, Illinois, USA).
Quantitative data had been expressed as mean±SD,
whereas qualitative data were expressed as numbers and
percentages. Student t test was used to test significance
of difference for quantitative variables, whereas χ2 was
used to test significance of difference for qualitative
variables. A P value less than 0.05 was considered
statistically insignificant.
Results
Throughout the study period, 100 patients with
calcular obstructive jaundice underwent successful
ERCP (85 females and 15 males, with mean age of
46±12.8; range: 25–65 years. The cases were classified
to two groups (immediate and delayed groups). Both
groups were matched with each other regarding age,
sex, and laboratory and ultrasound characteristics. The
demographic and clinical data are summarized in
Table 1. After endoscopic sphincterotomy, stone
extraction was done by the use of dormia basket
and/or balloon catheter. Mechanical lithotripsy was
done in 30 patients. No complications owing to
ERCP were recorded in any group except 20 cases
of mild acute pancreatitis, that is, 15 in the delayed
group and five in immediate groups, which were
treated successfully with conservative treatment.

LC was planned and performed after 4–8 weeks in 50
patients (delayed group) and immediately after ERCP
in 50 patients (immediate group). During the waiting
period, 15% of the patients in group B complained of
biliary complications in the form of recurrent biliary
colic (10 patients), acute cholecystitis (five patients),
and cholangitis (seven patients); those patients
required hospitalization and were managed
conservatively.
Outcome data
The mean duration of surgery was significantly longer
in the delayed group (75.4±16.8), with range of
40–90min, than in the immediate group (40±10),
with range of 30–45min. The conversion rate was
also significantly more incident in delayed group
(21.8%). The main reasons for conversion were



Table 1 Patients’ characteristics

Immediate group Delayed group P value

Age (mean±SD) (years) 46.2±11.2 48.2±14.1 0.89 (NS)

Sex (female/male) 40/10 45/5 NS

Proportion of abnormal LFTs (%) 43/50 45/50 0.06 (NS)

US findings

Dilated CBD diameter (>8mm) 40/50 30/50 0.7 (S)

CBD stone (s) 47/50 45/50 0.9 (S)

Recurrent biliary symptoms 10/50 25/50 0.001

CBD, common bile duct; LFT, liver function test; NS, nonsignificant; S, significant; US, ultrasound.

Table 2 Patient outcomes

Immediate group Delayed group P value

Operative time (min) (mean±SD) 40±10.4 75.4±16.8 0.001

Conversion rate 0% 21.8% 0.02

Length of postoperative hospital stay (days) (mean±SD) 2±l 5.4±3.2 0.001

Postoperative complications

Bleeding 0 0 NS

Bile leak 0 3/50 NS

Wound infection 0 5/50 NS

NS, nonsignificant.
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dense adhesions, unclear anatomy, and bleeding
[31,32]. In spite of less postoperative complications
in the immediate group, the complications in both
groups were minor and insignificant and responded
well to conservative management. The mean length of
postoperative hospitalization in the immediate group
was significantly shorter 2±1 (range: 3 days) versus 5.4
±3.2 (range: 3–8 days) in the delayed group. There were
no deaths in any group. The outcome of patients is
shown in Table 2.
Discussion
In this study, evaluation of two different procedures
(ERCP followed immediately by LC, versus ERCP
followed by LC after 4–8 weeks). The baseline
differences in our work (age, sex, abnormal liver
function tests, and ultrasound findings) were not
statistically significant. Our results showed that cases
that underwent immediate LC after ERCP have
considerably lower conversion rate to open
cholecystectomy when compared with patients who
underwent delayed LC (0 vs. 21.8%) [27,33]. This
was in agreement with Salman et al. [5] who conducted
randomized trial to compare patients who underwent
the operation between 24 and 72 h after ERCP and
those who were underwent surgery more than 72 h after
ERCP. Moreover, Hanns et al. [24] found that
patients who underwent LC within 72 h after ERCP
showed a significantly low incidence of conversion to
open cholecystectomy in comparison with those
patients who underwent LC after 4 weeks. De Vries
andDonkervoort [27] found that a significant high rate
of conversion was encountered when LC was delayed
4 weeks after ES. There are studies showing some
technical problems or complications owing to the
presence of the inflamed bowels when ERCP
followed immediately by LC. The cardinal etiologies
for conversion in our study were bleeding, dense
adhesions, and unclear anatomy [33,34].

In our study, the operative time and postoperative
hospital stay were longer in the delayed group
compared with immediate group, which was
statistically significant, and this came in accordance
with the results of Hanns et al. [24]. Moreover, the
duration of the operation was prolonged in patients
who underwent delayed cholecystectomy after 6 weeks,
possibly owing to scarring and fibrosis of the biliary
tree and Calot’s triangle, which may promote an error
during dissection of the junction among Calot’s triangle
[35,36]. This study shows that a higher degree of
complications was noted with group B [26,27].

The reasons of longer operative time in our study were
dense adhesions, unclear anatomy of the biliary tree,
and Calot’s triangle, whereas longer hospital stay was
explained by the higher percentage of conversion
rate and the more encountered postoperative
complications. Regarding complications, we noticed
that the prolonged hospital stay includes wound
infection; most of the complications occur in the
duct in the form of recurrent biliary symptoms,
biliary colic, and cholecystitis. A total of six patients
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in the delayed group developed acute pancreatitis who
needed prolonged hospital stay with successful
conservative treatment [28].

Early LC after ES may prevent the recurrence of
biliary complications which occurred during the
waiting period and associated with an increase
in postoperative morbidity and prolonged
hospitalization [36]. However, several authors did
not justify the routine use of LC after endoscopic
clearance of CBD [31] and preferred to select it for
those suffering from untreatable, acute calcular
cholecystitis [37], or recurrent biliary symptoms; the
concept for this is that ES alone, besides management
of CBD stones, may prevent (or decrease) biliary
complications in many cases [33].

In our present study, the incidence of recurrent biliary
symptoms was significantly high in the delayed group
(27.2%) compared with the immediate group (0%)
[26]. Regarding the postoperative complications,
they were minor and treated with conservative
treatment, with no statistical significance between
both groups, with no mortality [34].

A lot of research studies have compared early LC (up to
72 h) with interval LC (up to 6–10 weeks), and they
have proven that early LC has low rate of conversion,
less drastic effects postoperatively, and short
hospitalization, with comparable operative time and
overall complications [5,25]. Immediate LC may also
prevent recurrent biliary complications, which are
associated with increased postoperative morbidity
and prolonged hospital stays [36].
Recommendation
In cases with GB and CBD stones, we recommend
immediate LC following ERCP, as it is safer and
cost-effective than delayed LC after ERCP,
which was in agreement with Mallick et al. [38].
Guidelines for treatment of CBD stone should
include this option. So, performance of single-
session ERCP and LC is safer, associated with
great effectiveness, more economically, and shows
marked reduction of hospitalization in comparison
with that performing ERCP and LC during separate
sessions [38].
Conclusion
This study clearly revealed that performing immediate
LC after ERCP in comparison with delayed LC after
ERCP had better outcome. It had the lower conversion
rate, less operative time, short hospitalization, and less
postoperative complications. The comparison between
two groups revealed that immediate LC after ERCP
had the upper hand regarding the aforementioned
advantages and the least disadvantages rather than
the other group.
Implementation
The results of this study have encouraged us to consider
early LC after ERCP as an adopted policy in the
management of the patient with calcular obstructive
jaundice. Immediate LC after ERCP is a possible and
safe approach.
Financial support and sponsorship
Nil.
Conflicts of interest
There are no conflicts of interest.
References
1 Stinton LM, Shaffer EA. Epidemiology of gallbladder disease: cholelithiasis

and cancer. Gut Liver 2012; 6:172–187.

2 Costi R, Gnocchi A, Di Mario F, Sarli L. Diagnosis and management of
choledocholithiasis in the golden age of imaging, endoscopy and
laparoscopy. World J Gastroenterol 2014; 20:13382–13401.

3 Collins C, Maguire D, Ireland A, Fitzgerald E, O’Sullivan GC. A prospective
study of common bile duct calculi in patients undergoing laparoscopic
cholecystectomy: natural history of choledocholithiasis revisited. Ann
Surg 2004; 239:28–33.

4 Ding YB, Deng B, Liu XN, Wu J, Xiao WM, Wang YZ, et al. Synchronous vs
sequential laparoscopic cholecystectomy for
cholecystocholedocholithiasis. World J Gastroenterol 2013;
19:2080–2086.

5 SalmanB,YilmazU,KeremM,Bedirli A, SareM,SakrakO,TatliciogluE.The
timing of laparoscopic cholecystectomy after endoscopic retrograde
cholangiopancreaticography in cholelithiasis coexisting with
choledocholithiasis. J Hepatobiliary Pancreat Surg 2009; 16:832–836.

6 Li VK, Yum JL, Yeung YP. Optimal timing of elective laparoscopic
cholecystectomy after acute cholangitis and subsequent clearance of
choledocholithiasis. Am J Surg 2010; 200:483–488.

7 Reinders JS, Gouma DJ, Heisterkamp J, Tromp E, van Ramshorst B,
Boerma D. Laparoscopic cholecystectomy is more difficult after a previous
endoscopic retrograde cholangiography. HPB (Oxford) 2013; 15:230–234.

8 Schiphorst AH, Besselink MG, Boerma D, Timmer R, Wiezer MJ, van
Erpecum KJ, et al. Timing of cholecystectomy after endoscopic
sphincterotomy for common bile duct stones. Surg Endosc 2008;
22:2046–2050.

9 Rábago LR, Vicente C, Soler F, Delgado M, Moral I, Guerra I, et al. Two-
stage treatment with preoperative endoscopic retrograde
cholangiopancreatography (ERCP) compared with single-stage
treatment with intraoperative ERCP for patients with symptomatic
cholelithiasis with possible choledocholithiasis. Endoscopy 2006;
38:779–786.

10 Morino M, Baracchi F, Miglietta C, Furlan N, Ragona R, Garbarini A.
Preoperative endoscopic sphincterotomy versus laparoendoscopic
rendezvous in patients with gallbladder and bile duct stones. Ann Surg
2006; 244:889–896.

11 Barcia JJ. Histologic analysis of chronic inflammatory patterns in the
gallbladder: diagnostic criteria for reporting cholecystitis. Ann Diagn
Pathol 2003; 7:147–153.

12 Sahoo R, Samal D, Pradhan A, Sultana R, Nayak N, Padhy RN. Optimal
timing of laparoscopic cholecystectomy after endoscopic retrograde
cholangiopancreatography. Int Surg J 2017; 4:3504–3506.

13 Perissat J, Huibregtse K, Keane FBI, Russel RCG, Neoptolemos JP.
Management of bile duct stone in the era of laparoscopic
cholecystectomy. Br J Surg1999; 81:799–1810.



878 The Egyptian Journal of Surgery, Vol. 40 No. 3, July-September 2021
14 Hassan AM, Abd Alrahem MAA, Kamel KMNT. The safety and efficacy of
laparoscopic common bile duct exploration for the management of
choledocholithiasis after endoscopic retrograde cholangiopancreatography
failure: an observational study carried out in Al-Azhar University Hospital in
Assiut. Al Azhar Assiut Med J 2020; 18:1687–1693.

15 Bencini L. Modern approach to cholecystocholedocholithiasis. World J
Gastrointest Endosc 2014; 6:32–40.

16 Costi R, DiMauro D, Mazzeo A, Boselli AS, Contini S, Violi V, et al. Routine
laparoscopic cholecystectomy after endoscopic sphincterotomy for
choledocholithiasis in octogenarians: is it worth the risk?. Surg Endosc
2007; 21:41–47.

17 Neoptolemos JP, Carr-Locke DL, Fraser I, Fossard DP. The management
of common bile duct calculi by endoscopic sphincterotomy in patients with
gallbladdersin situ. Br J Surg 1984; 71:69–71.

18 Comstock D. Dealing with post cholecystectomy syndrome. Am J
Gastroentrol 2008; 38:17–19.

19 Lau JYW. Cholecystectomy or gallbladder in situ after endoscopic
sphincterotomy and bile duct stone removal in chinese patients.
Gastroenterology 2006; 130:96–103.

20 Nathanson NA, O’Rourke IJ, Martin LK. ERCP versus laparoscopic
choledocotomy f-r selected bile duct calculi: a randomized trial. Ann
Surg 2005; 242:188–192.

21 Helmy AH, Abbas M, Youssef M, Rizk H, El-Khyat H, Fakhery S, et al. The
timing of choledocholithotomy and the type of biliary drainage after failed
endoscopic retrograde cholangiopancreatography (ERCP) in calcular
obstructive jaundice. Egypt J Surg 2002; 21:1088–1097.

22 McAlister V, Davenport E, Renouf E. Cholecystectomy deferral in patients
with endoscopic sphincterotomy. Cochrane Database Syst Rev 2007;
4:22–55.

23 Singhal T, Balakrishnan S, Grandy-Smith S, Hunt J, Asante M. Gallstones:
best served hot. JSLS : J Soc Laparoendoscopic Sur 2006; 10:332–335.

24 Hanns U, Despina K, Mats R, Curt E. Background formation. 2 Ed 2010.pg.
London: Elsevier 2010. 143–145

25 Roberto B, Jean J, Laurence B, Heidi K, Ronald M. Selective endoscopic
retrograde cholangiography for gall stones. Am J Surg 1999; 178:46–49.

26 El LabbanG, HokkamE, Adel M, El-Nemr N,MohamedA. The effect of time
interval between endoscopic retrograde cholangiopancreatography and
laparoscopic cholecystectomy. Egypt J Surg 2011; 30:28–33.

27 De Vries A, Donkervoort SC, van Geloven AA, Pierik EG. Conversion rate
of laparoscopic cholecystrsetomy aft retrograde cholangiography in the
treatment of cholecystitis: does the time interval matter? Surg Endosc 2005;
19:996–1001.

28 Anandi H, Marc G, Djamila B, Robin T, Marinus JK. Timing of
cholecystectomy after endoscopic sphinctrotomy common bile duct
stones. Am J Surg Endosc 2008; 13:160.

29 Salama AF, Helmy AH, Hedaya MS, Rizk H, Esmat E. Laparoscopic
common bile duct exploration for choledocholithiasis: Theodor Bilharz
Re search Institute preliminary experience. Egypt J Surg 2016, 35:54–58.

30 SchreursW, Vles W, StuifbergenW, Ostvogel H. Endoscopic management
of common bile duct stones leaving the gallbladder in situ: a cohort study
with longterm follow-up. Dig Surg 2004; 21:60–64.

31 Pereira-LimaJ,JakobsR,WinterU,BenzC,MartinW,AdamekH,etal.Long-
term results (7 to 10 years) of endoscopic papillotomy for choledocholithiasis:
multivariate analysis of prognostic factors for the recurrence of biliary
symptoms. Am J Gastrointest Endosc 1998; 48:457–464.

32 Hassan AM, Mohammed AQ, El-Gawad Shawky MA. Common bile duct
exploration with transpapillary stenting versus T-tube drainage for
management of irretrievable common bile duct stones. Al-Azhar Assiut
Med J 2017; 15:117–12133.

33 Helmy AH, Naser M, Saied M, El sebae M, El Ansari M. Preoperative
factors that determine technical difficulty during laparoscopic
cholecystectomy for symptomatic calcular cholecystitis. Kaser EL-Aini J
Surg 2006; 7:55–61.

34 Kostro J, Marek I, Pęksa R, Łaski D, Hellmann AR, Kobiela J, et al.
Cholecystectomy after endoscopic retrograde cholangiopancreatography −
effect of time on treatment outcomes. Gastroenterol Rev 2018; 13:251–257.

35 Baghdadia MA, Metwallia AEM, Habiba FM, Abdel-Hamid Moustafab E.
The suitable time of laparoscopic cholecystectomy after endoscopic
retrograde cholangiopancreatography in gall stone disease-associated
choledocholithiasis. Egypt J Surg 2019; 38:63–69.

36 Ali RF, Aouf A, Isamil K, Ismail T, Elbatae H. Randomized controlled clinical
trial of early vs delayed laparoscopic cholecystectomy after CBD stone
clearance. Indian J Surg 2021; 83:1158–1165.

37 Rizk H, Salama AF, Jamal W, Hamdy H, Makki AM, Helmy AHI.
Laparoscopic cholecystectomy for acute cholecystitis, when to do?. J
Am Sci 2016; 12:107–110.

38 Mallick R, Rank K, Ronstrom C, Amateau SK, Arain M, Attam R, et al.
Single-session laparoscopic cholecystectomy and ERCP: a valid option for
the management of choledocholithiasis. Gastrointest Endosc 2016;
84:639–645.


