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Dear editor
We read ‘Delayed Cholecystectomy after ERCP in Geriatric Patients: Balancing Surgical Risk and Recurrence 
Prevention’ with great interest.1

While this study reported a relatively low incidence of recurrent biliary events (RBE) following ERCP (8.6%) and 
very low RBE-related mortality (0.7%), other studies in mixed-age or younger populations report recurrence rates of 
approximately 12–25%.2,3

The discrepancy observed in this cohort suggests a possible age-related difference in risk profile, supporting other 
studies that question the universal need for routine post-ERCP laparoscopic cholecystectomy (LC) in the geriatric 
population. Most published studies to date have focused on younger cohorts, making this contribution valuable in 
highlighting an underrepresented, older population.

The findings also support evidence from Kivivuori et al, which justified a “wait-and-see” strategy in patients aged 75 
years or older without a significant increase in adverse outcomes.4 In contrast, SAGES, a US surgical society, advocates 
early cholecystectomy—often within 24–72 hours—after ERCP to minimise recurrence and readmission.5 Although 
NICE (guiding UK practice) suggests performing LC in the first week of acute cholecystitis, it does not mandate the 
operation post-ERCP, leaving room for clinical judgment.6 Such variation in these guidelines reflects how local 
resources, health system structures, and patient demographics shape practice.

An additional consideration is the natural progression of frailty. Frailty is not a static trait; it typically worsens over 
time. Longitudinal data show that around 30% of older adults transition from robust or prefrail to frail within five years, 
and more than 20% follow an increasing trajectory associated with poorer long-term outcomes.7,8 This means that 
a patient who is fit for LC at the time of admission may not remain so a year later. If a recurrent biliary event such as 
pancreatitis arises after this decline, the patient may be deemed inoperable, and the opportunity for definitive treatment 
may be permanently lost. Thus, the index admission may represent the best—and sometimes the only—safe window to 
perform LC, provided comorbidity and frailty status allow. If the patient is considered too frail for definitive surgical 
management, other measures such as a low-fat, high-fibre diet may also play a role in reducing the rate of RBE and offer 
a pragmatic adjunct.

The authors also noted that follow-up was limited by the reluctance of older patients to attend hospital appointments. 
This reflects a broader challenge in geriatric research.

The UK health system is introducing novel models of care, such as “Hospital at Home” or “virtual wards”, which aim 
to deliver blood tests, consultations, and in some cases, ultrasound imaging to patients’ homes. Embedding these into 
future studies could improve follow-up adherence and enhance patient-centred care, which can provide more accurate 
long-term outcome data.

Finally, we agree with the authors that following ERCP, a non-operative approach can be reasonable in selected older 
patients, and clinicians should consider frailty when deciding on management rather than applying a single approach to 
all patients. Future work could consider diet and community-based services to guide more practical care pathways.

Clinical Interventions in Aging 2025:20 1693–1694                                                         1693
© 2025 Hashemzadeh and Hashemzadeh. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www. 
dovepress.com/terms.php and incorporate the Creative Commons Attribution – Non Commercial (unported, v4.0) License (http://creativecommons.org/licenses/by-nc/4.0/). 

By accessing the work you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is 
properly attributed. For permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Clinical Interventions in Aging                                                         

Open Access Full Text Article

Received: 21 September 2025
Accepted: 30 September 2025
Published: 8 October 2025

C
lin

ic
al

 In
te

rv
en

tio
ns

 in
 A

gi
ng

 d
ow

nl
oa

de
d 

fr
om

 h
ttp

s:
//w

w
w

.d
ov

ep
re

ss
.c

om
/

F
or

 p
er

so
na

l u
se

 o
nl

y.

http://www.dovepress.com/permissions.php
https://www.dovepress.com/terms.php
https://www.dovepress.com/terms.php
http://creativecommons.org/licenses/by-nc/4.0/
https://www.dovepress.com/terms.php
https://www.dovepress.com


Disclosure
The authors report no conflicts of interest in this communication.

References
1. Prapasajchavet W, Viriyaroj V, Yodying H, Rookkachart T, Sathornviriyapong S, Boonsinsukh T. Delayed cholecystectomy after ERCP in geriatric 

patients: balancing surgical risk and recurrence prevention. Clin Interv Aging. 2025;20:1507–1517. doi:10.2147/CIA.S538539
2. Wu Y, Zhang Y, Jiang XM, et al. Risk factors for single and multiple recurrences for Endoscopic Retrograde Cholangiopancreatography and Open 

Choledochotomy in Treating Choledocholithiasis. Gastroenterol Res Pract. 2023:4738985. doi:10.1155/2023/4738985
3. Ibáñez-García M, Gómez-López JR, Trujillo-Díaz JC, Concejo-Cutoli P, Vaquero-Puerta C, Martín-del Olmo JC. Predictive Factors for Recurrence 

of Choledocholithiasis After ERCP with Sphincterotomy in Benign Biliary Tract Disease: A Retrospective Study. Gastrointestinal Disorders. 2025;7 
(3):44. doi:10.3390/gidisord7030044

4. Kivivuori A, Mattila L, Siiki A, Laukkarinen J, Rantanen T, Ukkonen M. Wait-and-see strategy is justified after ERCP and endoscopic sphincterotomy in 
elderly patients with common bile duct stones. J Trauma Acute Care Surg. 2023;94(3):443–447. doi:10.1097/TA.0000000000003852

5. Overby DW, Apelgren KN, Richardson W, Fanelli R, SAGES Guidelines Committee. Guidelines for the clinical application of laparoscopic biliary 
tract surgery. Surg Endosc. 2010;24:2368–2386. doi:10.1007/s00464-010-1268-7.

6. NICE. Gallstone disease: diagnosis and management. Clinical guideline [CG188]. 2014. Available from: https://www.nice.org.uk/guidance/cg188. 
Accessed September 30, 2025.

7. Hoogendijk EO, Afilalo J, Ensrud KE, Kowal P, Onder G, Fried LP. Frailty: implications for clinical practice and public health. Lancet. 2019;394 
(10206):1365–1375. doi:10.1016/S0140-6736(19)31786-6

8. Oishi R, Segi N, Okazaki M, et al. Longitudinal transitions in frailty and health-related quality of life investigated by a 5-year community study. Sci 
Rep. 2025;15:99843. doi:10.1038/s41598-025-99843-7

Dove Medical Press encourages responsible, free and frank academic debate. The contentTxt of the Clinical Interventions in Aging ‘letters to the editor’ section does not necessarily 
represent the views of Dove Medical Press, its officers, agents, employees, related entities or the Clinical Interventions in Aging editors. While all reasonable steps have been taken to 
confirm the contentTxt of each letter, Dove Medical Press accepts no liability in respect of the contentTxt of any letter, nor is it responsible for the contentTxt and accuracy of any letter 
to the editor.  

Clinical Interventions in Aging                                                                                                   

Publish your work in this journal 
Clinical Interventions in Aging is an international, peer-reviewed journal focusing on evidence-based reports on the value or lack thereof of 
treatments intended to prevent or delay the onset of maladaptive correlates of aging in human beings. This journal is indexed on PubMed Central, 
MedLine, CAS, Scopus and the Elsevier Bibliographic databases. The manuscript management system is completely online and includes a very 
quick and fair peer-review system, which is all easy to use. Visit http://www.dovepress.com/testimonials.php to read real quotes from published 
authors.  

Submit your manuscript here: https://www.dovepress.com/clinical-interventions-in-aging-journal

Clinical Interventions in Aging 2025:20 1694

https://doi.org/10.2147/CIA.S569241

Hashemzadeh and Hashemzadeh                                                                                                                                                

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.2147/CIA.S538539
https://doi.org/10.1155/2023/4738985
https://doi.org/10.3390/gidisord7030044
https://doi.org/10.1097/TA.0000000000003852
https://doi.org/10.1007/s00464-010-1268-7
https://www.nice.org.uk/guidance/cg188
https://doi.org/10.1016/S0140-6736(19)31786-6
https://doi.org/10.1038/s41598-025-99843-7
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress

	Dear editor
	Disclosure

