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Abstract

This manuscript responds to a commentary published in the World Journal of Emergency Surgery in 2025;20:9 in
which the authors criticized a new technique for the treatment of acute cholecystitis. Therefore, the authors of the
manuscript published in the World Journal of Emergency Surgery in 2024;19:6, titled "Acute Cholecystitis: How to
Avoid Subtotal Cholecystectomy—~Preliminary Results," provide a critical point-by-point response and explain why
this technique represents a new addition to the surgeon's armamentarium for very severe cholecystitis.

Dear editor,

I thank Dr. Pesce et al. for their attention to our new
preliminary experience with a new technique for total
cholecystitis in acute cholecystitis publish on World
Journal of Emergency Surgery with title "Acute cholecys-
titis: how to avoid subtotal cholecystectomy-preliminary
results” [1]. This new technique permits to separate adhe-
sions of the gallbladder and makes an incision between
the infundibulum and the body of the gallbladder. In this
way there is a separation of planes between the outer
layer (serosa) and the inner layer (muscular layer) up to
the origin of the cystic duct. This step allows identifica-
tion of the point of confluence between the cystic duct
and the body of the gallbladder, avoiding damage to the
common bile duct.
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The cholecystectomy is performed cautiously as usual,
leaving the inflamed posterior wall adherent to the liver
bed.

Pesce et al. reported that three patients constituted a
very small sample size for trauma center services [2]. This
technique avoids all complications related to other meth-
ods reported in the literature. However, a new technique
always presupposes the certainty of avoiding complica-
tions and therefore must be performed with the maxi-
mum of safety.

The 2018 Tokyo guidelines for cases of grade II acute
state that early laparoscopic procedures could be indi-
cated if advanced laparoscopic techniques are available
and surgeons are skilled [3]. We report that the use of a
single operator casuistic (IDC) in hepatobiliary surgery is
one of the reasons for this initial experience, which must
be safe for the patient and the surgeon.

The letter criticizes the use of three trocars to perform
the surgical procedure. The use of three trocars to per-
form cholecystectomy was previously proposed in 1995,
with the possibility of inserting a fourth trocar, if neces-
sary, in cases of acute cholecystitis [4]. Three trocars can
be used and insert the fourth trocar, if necessary, at any
time. This obviously does not compromise the safety of
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the patient and does not expose the surgeon to medico-
legal problems.

The cystic duct is secured by clip only if it is absolutely
isolated, and it is the only structure present. An endosta-
pler is not necessary for a gallbladder inflamed by this
technique. The first rule for this technique is that the
structure must be isolated and identified carefully. This
approach avoids any risk for the adjacent structures and
allows total cholecystectomies to be performed.

The technique described makes it possible to isolate the
two layers that make up the wall of the gallbladder, the
outer layer (serosa) and the inner layer (muscularis layer).
This allows the cystic duct entering the infundibulum to
be clearly identified. This technique enables the isolation
and ligation of the cystic duct without risk. If this maneu-
ver is not performed, 5-mm clips may not securely close
the cystic duct because of the inflammatory condition of
the tissue, potentially leading to postoperative cystic duct
leakage.

Gangrenous cholecystitis, of course, cannot be treated
with this technique.

However, we have reported three cases performed
with this technique; therefore, it is not a theoretical
hypothesis, and its feasibility is related to an experienced
operator.

Obviously, larger studies are needed to confirm its
validity, but our goal is to present a new technique that
could be considered by surgeons in cases of acute chole-
cystitis [1].

Acute cholecystitis is characterized by intense inflam-
mation, which causes edema of the outer layer (serosa).
This allows a surgeon to use the electric hook delicately
without involving the deeper layer. The use of scis-
sors instead of an electric hook, due to the high degree
of inflammation, may cause bleeding that can dirty the
operating field and make dissection more difficult.

During laparoscopic cholecystectomy for acute chole-
cystitis, examination of the anatomy is mandatory, and a
complete knowledge of the vascular anatomy of the gall-
bladder with inflammation is needed.

Our technique can be used in all cases of acute chole-
cystitis in which the inflammatory wall allows the iden-
tification of a cleavage plane between the internal and
external layers. All our patients had stage II acute chole-
cystitis according to the Tokyo guidelines. However, with
our technique, it was possible to identify it without any
doubt. Therefore, sectioning of the cystic duct was per-
formed without the risk of injury to the bile duct. As also
reported by Strasberg with the critical view of safety [5],
2 structures, and only 2, should be seen entering the gall-
bladder. With our technique, it is possible to identify the
cystic duct without any doubt.

Nassar described the use of subserosal dissection
in thick-walled gallbladders when the gallbladder is
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adherent to the duodenum or the lateral wall of the bile
duct. However, the article does not describe the cases in
which this surgical procedure was performed. Therefore,
it is not justified to state that this technique is not new
[6].

Certainly, the first to analyze the various techniques
of laparoscopic subtotal cholecystectomy was Stras-
berg (1995), but the classification into four types (A, B,
C, D) draws inspiration from the vastness of techniques
reported in the literature with the intent to clarify which
is the best technique to reduce postoperative complica-
tions [7].

To date, the use of indocyanine green is not consid-
ered mandatory in difficult cholecystectomies, so its use
remains at the discretion of the surgeon because it has
not been proven to reduce bile duct injury, postoperative
complications, or operative time. [8, 9].

Currently grade II acute cholecystitis is not managed
by highly experienced surgeons, but rather by residents.
In these cases, the new technique should be performed
only if an experienced surgeon can help the resident.
Otherwise, it would be preferable to switch to subtotal
cholecystectomy, which represents a safe and reliable
option for any surgeon.

Total cholecystectomy remains the optimal procedure
because it avoids the postoperative complications of sub-
total cholecystectomy, such as biliary fistula, subhepatic
collection, abdominal infection and residual stones (10,
11).

This technique represents a new technique in the arma-
mentarium of surgeons in cases of very difficult cholecys-
titis. This is not a “panacea” to solve all problems related
to this surgical procedure, but it can be useful if adverse
conditions persist.

Author contributions

AT. wrote the main manuscript text; M.R, DM, DM, LG, LA. and F.C. critically
check the manuscript. |.D.C. revised the manuscript. All the Authors reviewed
the manuscript before the submission.

Funding
None.

Data availability
No datasets were generated or analysed during the current study.

Declarations
Ethics approval and consent to participate
The requirement of informed consent was not necessary because the

manuscript is an answer a comment.

Consent for publication
All authors have read and approved the submitted manuscript.

Competing interests
All authors declared no competing interest.

Received: 8 July 2025 / Accepted: 1 November 2025



Toro et al. World Journal of Emergency Surgery

(2025) 20:90

Published online: 16 December 2025

References

1.

Toro A, Rapisarda M, Maugeri D, Terrasi A, Gallo L, Ansaloni L, et al. Acute cho-
lecystitis: how to avoid subtotal cholecystectomy-preliminary results. World J
Emerg Surg. 2024;19:6.

Pesce A, Lombardo R, Di Cataldo A, La Greca G. Acute cholecystitis and
subtotal cholecystectomy. World J Emerg Surg. 2025;20:9.

Okamoto K, Suzuki K, Takada T, Strasberg SM, Asbun HJ, Endo |, et al. Tokyo
Guidelines 2018: flowchart for the management of acute cholecystitis. Hepa-
tobiliary Pancreat Sci. 2018;25:55-72.

Slim K, Pezet D, Stencl J Jr, Lechner C, Le Roux S, Lointier P, et al. Laparo-
scopic cholecystectomy: an original three-trocar technique. World J Surg.
1995;19:394-7.

Strasberg SM, Hertl M, Soper NJ. An analysis of the problem of biliary injury
during laparoscopic cholecystectomy. J Am Coll Surg. 1995;180:101-25.
Nassar AHM, Ng HJ, Wysocki AP, Khan KS, Gil IC. Achieving the critical view of
safety in the difficult laparoscopic cholecystectomy: a prospective study of
predictors of failure. Surg Endosc. 2021;35:6039-47.

Toro A, Teodoro M, Khan M, Schembari E, Di Saverio S, Catena F, et al. Subtotal
cholecystectomy for difficult acute cholecystitis: how to finalize safely by
laparoscopy-a systematic review. World J Emerg Surg. 2021;16:45.

Page 3 of 3

Carramifana-Nufo R, Borrego-Estella V, Millan-Mateos A, Medina-Mora L,
Gasos-Garcia M, Otero-Romero D, et al. Role of intraoperative indocyanine
green roadmap as a safety measure in emergent laparoscopic cholecystec-
tomy. Updates Surg. 2025;77:1121-30.

Toro A, Terrasi A, Lo lacona |, Di Carlo . Indocyanine green is not neces-
sary if the elements of Calot's triangle are easy to identify. J Am Coll Surg.
2025;241:316-7.

Campbell BM, Lambrianides AL, Dulhunty JM. Open cholecystectomy:
exposure and confidence of surgical trainees and new fellows. Int J Surg.
2018;51:218-22.

Pisano M, Allievi N, Gurusamy K, Borzellino G, Cimbanassi S, Boerna D, et

al. 2020 World Society of Emergency Surgery updated guidelines for the
diagnosis and treatment of acute calculus cholecystitis. World J Emerg Surg.
2020;15:61.

Publisher's Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



	﻿Acute cholecystitis: a new technique to use carefully
	﻿Abstract
	﻿References


