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Introduction. While laparoscopic cholecystectomy is considered the treatment of choice for symp-
tomatic cholecystolithiasis, the management of common bile duct stones (CBDS) is still controversial.
The treatment of choledocholithiasis since the development of laparoscopic cholecystectomy has of-
ten been ES combined with laparoscopic cholecystectomy in a two-stage procedure that adds the
complications of both procedures.
The aim of this study was to evaluate effectiveness of laparoscopic choledochotomy compared to
ERCP/ES for large retained stones.
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Materials and methods. From September 1994 to June 2012 all patients who underwent a laparo-
scopic common bile duct stones extraction were included in a prospective study. They were managed
in Odessa regional hospital. This series of 415 patients included 295 women and 120 men. The mean
age was 64 years (range = 18-92). 321 patients were classified ASA | and ASA Il and 94 were ASA Il
and ASA IV. Common bile duct stones were diagnosed or suspected preoperatively in 306 patients
(73.8%) or identified at IOC in 109 patients (26.2%).

Results. A TCDE was attempted in 254 cases with success in 214 cases (51.5%). The main causes
of failure were impacted stones and stones larger than 5 mm. The success rate was 97%. The overall
success rate of laparoscopic treatment of CBDS was 96.2%. The mean operative time was 124 min
(range = 40-360). It was 96 min in TCDE and 137 min in choledochotomy. The complication rate was
6.7%, including 3.9% of local complications and 2.8% of general complications and the mortality rate

was 1%.

Conclusion. The laparoscopic management of CBDS has the advantage over ES followed by LC be-
cause it is a onestage procedure. The laparoscopic treatment of CBDS is particularly indicated in ASA |
and ASA Il patients because it is a safe procedure in terms of short-term outcome and late sequelae.

Key words: retained stones, common bile duct, choledocholithiasis.

Introduction

While laparoscopic cholecyst-
ectomy is considered the treat-
ment of choice for symptomatic
cholecystolithiasis, the manage-
ment of common bile duct stones
(CBDS) is still controversial [13].
There is no consensus about
CBDS treatment except for resid-
ual stones, complicated CBDS
(suppurative cholangitis, severe
pancreatitis), and highrisk pa-
tients, which are indications for
endoscopic sphincterotomy (ES).
The treatment of choledocholi-
thiasis since the development of
laparoscopic cholecystectomy
has often been ES combined with
laparoscopic cholecystectomy in a
two-stage procedure that adds the
complications of both procedures
[15]. Therefore, it seemed logical
to develop a mini-invasive one-
stage procedure using the laparo-
scopic approach. This study eval-
uates our results of laparoscopic
common bile duct stones extrac-
tion in a series of 415 patients.

The aim of this study was to
evaluate effectiveness of lapar-
oscopic choledochotomy com-
pared to ERCP/ES for large re-
tained stones.

Materials and methods

From September 1994 to June
2012 all patients who underwent
a laparoscopic common bile duct
stones extraction were included
in a prospective study. They were
managed in Odessa regional
hospital. This series of 415 pa-
tients included 295 women and
120 men. The mean age was 64
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years (range = 18-92). 321 pa-
tients were classified ASA | and
ASA Il and 94 were ASA IIl and
ASA IV. Preoperative evaluation
was done through medical his-
tory, biochemical tests, and ul-
trasonography. Common bile
duct stones were diagnosed or
suspected preoperatively in 306
patients (73.8%) or identified at
intraoperative cholangiography
(I0C) in 109 patients (26.2%).

The surgical technique de-
scribed in detail previously is out-
lined [1].

The first step of the procedure
is IOC which confirms or diag-
noses CBDS and provides infor-
mation about the number, size,
and location of the stones and
the anatomy of cystic and com-
mon bile ducts. The choice be-
tween transcystic duct extraction
(TCDE) and choledochotomy
depends on this information. The
TCDE was used for small stones
(< 7 mm) located below the cyst-
ic duct implantation on the com-
mon bile duct (CBD). In the ma-
jority of TCDE the cystic duct
needs to be dilated. Dilation is
performed with blunt, flexible di-
lators introduced by a 5-mm tro-
car inserted upright to the cystic
duct opening. After dilation a 3-
mm flexible choledochoscope is
introduced into the cystic duct.
Small stones can be flushed or
pushed through the papilla, but
in the majority of cases the
stones are extracted with a Dor-
mia basket under choledocho-
scopic control. After extraction a
completion cholangiography has
to be performed because upper
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bile ducts are accessible to
choledochoscopy in only 10—
15% of cases. Then the cystic
duct is usually closed with an
absorbable suture. A transcyst-
ic biliary drainage is used only in
case of cholangitis.

Choledochotomy

A choledochotomy is indicat-
ed for large stones (> 7 mm), nu-
merous stones (> 5), or when
the stones are located above the
cystic duct implantation into the
CBD and after failure of TCDE.
The first step is to achieve good
exposure of the porta hepatis. It
is obtained by lifting the round
ligament with a transparietal su-
ture and by pulling the cystic
duct up and laterally. The ante-
rior aspect of common bile duct
is cleared on a length of 10 to
20 mm.The choledochotomy is
performed vertically on the su-
praduodenal part of the anterior
aspect of the CBD. The CBDS
extraction is the most difficult step.
All the stones visible through the
choledochotomy can be extracted
with atraumatic forceps. Stones
located in the lower part of the
CBD can be pushed through
choledochotomy by pressure on
the CBD wall with blunt forceps
or flushed through the choledo-
chotomy with saline irrigation.
The remaining stones are extract-
ed with a Dormia basket under
choledochoscopic guidance. The
most difficult cases to manage
are impacted stones because
often they cannot be extracted
with a Dormia basket so elec-
trohydraulic lithotripsy needs to
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be used. Once the stones are
fragmented they are retrieved
with a Dormia basket or pushed
through the papilla. We have
never used papilla dilation be-
cause of the risk of pancreatitis.

Once the stones extraction is
over, the choledochotomy is
closed with an absorbable run-
ning suture and a completion
IOC is performed to check that
there are no residual stones and
to check the watertightness of
the suture. A biliary drainage by
T-tube rather than a transcystic
drain is used in case of cholan-
gitis, porta hepatis inflammation,
or when the number of stones is
more than 5 or 6. In all cases a
subhepatic drainage is used.

In case of biliary drainage a
cholangiography is performed on
the third postoperative day. If
there is no residual stone, the
drain is closed and will be re-
moved on an outpatient basis on
the 21st postoperative day.

Results

From September 1994 to
June 2012, a laparoscopic treat-
ment of CBDS was performed in
415 patients with a success rate
of 96.2%. A TCDE was attempt-
ed in 254 cases with success in
214 (51.5%) cases. The main
causes of failure were impacted
stones and stones larger than
5 mm. The 53 failures were
managed by laparoscopic cho-
ledochotomy with success in
43 patients and by ES in 10 pa-
tients, four times intraoperatively
and six times postoperatively.
Stones extraction by laparosco-
pic choledochotomy was per-
formed in 201 patients, by first
intention in 171 patients and af-
ter failure of TCDE in 30 patients.
The success rate was 97%. The
overall success rate of laparo-
scopic treatment of CBDS was
96.2%. The mean operative time
was 124 min (range = 40-360).
It was 96 min in TCDE and 137 min
in choledochotomy. The mean
postoperative hospital stay was
five days after TCDE and eight
days after choledochotomy. The
complication rate was 6.7%, in-

P

cluding 3.9% of local complica-
tions and 2.8% of general comp-
lications and the mortality rate
was 1% (Table 1).

The most frequent local comp-
lications were biliary: three bilio-
mas of which one needed a per-
cutaneous drainage, and eight
bile leaks of which one was man-
aged laparoscopically, one by
ES, and six stopped spontane-
ously. Two cases of cholangitis
occurred in patients with T-tubes
and were cured with antibiotics.
There were two cases of biliary
peritonitis, one at the time of
T-tube ablation. They were man-
aged by laparoscopy with one
death due to cardiac failure. Two
cases of pancreatitis occurred,
with one managed conservative-
ly and one needed reoperation
for necrosectomy. There were
14 residual stones (3.37%): four
after TCDE early in the series
and ten after choledochomy.
They were managed by 2 la-
paroscopies in three cases and
postoperative ES in 11 cases,
with four failures managed by
laparotomy in one case and by
laparoscopy in three cases.

The follow-up period ranged
from 1 to 180 months (median =
= 108 months). Late complica-
tions occurred in 2.2% of pa-
tients (Table 2). There were six
cases (1.44%) of recurrent lithi-
asis, one case of common bile
duct stenosis (0.24%) due to a
lost stone behind the CBD which
was managed by a hepaticoje-
junostomy after failure of a bil-
iary stent, and two cases of tro-
car site hernia.

Discussion

Laparoscopic cholecystecto-
my is considered the gold stand-
ard for the treatment of sympto-
matic cholecystolithiasis. There-
fore, it seemed logical to extend
the benefits of the laparoscopic
approach to the treatment of
CBDS, with the aim of having
less morbidity and mortality that
is associated with open surgery,
to avoid specific complications
and sequelae of ES [2; 4], and
to treat the patient with a single-
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Table 1
Complications of
Laparoscopic Treatment of
CBDS in 415 Patients

Compliations o;\l;;ntizﬁis
Port infection 1
Port hematoma 1
Infra-abdominal 1
abscess
Infra-abdominal 4
hematoma
Biloma 3
Bile leakage 6
Biliary peritonitis 2
TC drain displacement 1

Table 2
Late Complications
o Number of
Complications patients

Recurrent lithiasis 6
CBD stenosis 1
Trocar site hernia 2

stage procedure. The choice of
the procedure (ES with subse-
quent LC or laparoscopic man-
agement) has to take into account
several elements: the comorbidi-
ties of the patient, the complica-
tions of CBDS, a previous chole-
cystectomy, the skills of the sur-
geon and the endoscopist [8], and
the early and late results of both
procedures [4; 11; 16].

While in the early era of LC
the majority of CBDS were man-
aged by ES [5; 6] to avoid an
open procedure, the develop-
ment of laparoscopic techniques
of stones extraction and their re-
sults have induced one to recon-
sider this approach. The system-
atic use of preoperative endo-
scopic retrograde cholangiopan-
creatography (ERCP) in patients
with suspicion of CBDS results
in a rate of 50-60% of negative
exploration [2; 6]. ERCP can now
be replaced by echoendoscopy,
which is invasive and needs gen-
eral anesthesia, or by resonance
magnetic imaging cholangiogra-
phy. On the other hand, when la-
paroscopic management is con-
sidered, there is no need for pre-
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operative invasive exploration
because the diagnosis of CBDS
is based on routine I0C [1; 7;
10]. Because we do not perform
preoperative exploration except
liver function tests and ultrasono-
graphy, 26.2% of patients with
CBDS in our series had stones
diagnosed at IOC, confirming the
fact that preoperative prediction
of CBDS is poor.

Prospective studies of lapar-
oscopic management of CBDS
that included more than 200 pa-
tients [1; 7; 9] report success
rates ranging from 88 to 97%
(mean 92%), similar to ES suc-
cess rates which range from 81
to 100% (mean 91%), but the
clearance of CBDS after ES is
obtained in 17-35% of cases af-
ter two to five attempts [1-14;
16], while laparoscopic treatment
of CBDS is a one-stage proce-
dure.

Comparing the use or the ab-
sence of biliary drainage after
choledochotomy, Thompson and
Tranter [15] reported a compli-
cation rate of 16% following the
use of the T-tube, while it was on-
ly 5% for primary closure. How-
ever, in our series, as in that of
Paganini and Lezoche [10], we
did not have the same results.
There were 13 biliary complica-
tions after choledochotomy: five
occurred after primary closure of
CBD, seven in patients with a
T-tube, and one after transcyst-
ic drainage. We frequently used
biliary drainage in our practice be-
fore but now we use it selective-
ly, e.g., in case of cholangitis or
porta hepatis inflammation or
when the number of stones is
greater than six or seven be-
cause the risk of residual stones
is increased in this case. It has
been proposed that the T-tube
be replaced by an antegrade
stent [6], but this entails the risk
of pancreatitis and a second pro-
cedure is needed to remove the
stent.

Choledochotomy by first in-
tention is indicated when the
stones are larger than 7 mm,
there are more than five or six,
when the stones are located in

e e e e Tty e

the proximal biliary tree. The
necessary conditions to perform
a choledochotomy are a CBD
diameter of 5 mm or more and
a proficiency in laparoscopic su-
tures. As for TCDE, the main
cause of failure is impacted stones
that can be fragmented with
electrohydraulic lithotripsy. The
rate of complications and the
postoperative hospital stay de-
pend on the technique of stones
extraction used.

Conclusion

The laparoscopic manage-
ment of CBDS has the advan-
tage over ES followed by LC be-
cause it is a onestage proce-
dure. However, these two tech-
niques are not opposite but com-
plementary, each having its own
indications. The laparoscopic
treatment of CBDS is particular-
ly indicated in ASA | and ASA Il
patients because it is a safe pro-
cedure in terms of short-term
outcome and late sequelae. Any
time it is feasible, transcystic ex-
traction is preferable to choledo-
chotomy because of its lower
rate of complications and short-
er hospital stay term.

REFERENCES

1. Evaluation of laparoscopic man-
agement of common bile duct stones
in 220 patients / J. C. Berthou, F. Drou-
ard, Ph. Charbonneau, K. Moussalier
/I Surg. Endosc. — 1998. — Vol. 12. —
P. 16-22.

2. Cotton P. B. Endoscopic retro-
grade pancreatography and laparo-
scopic cholecystectomy / P. B. Cotton
/I Am. J. Surg. — 1993. — Vol. 165. —
P. 474-478.

3. EAES multicenter prospective
randomized trial comparing twostage
vs single-stage management of pa-
tients with gallstone disease and duct-
al calculi / A. Cuschieri, E. Lezoche,
M. Morino [et al.] // Surg Endosc. —
1999. — Vol. 13. — P. 952-957.

4. Longterm follow-up of a prospec-
tive randomized study of endoscopic
versus surgical treatment of bile duct
calculi in patients with gall-bladder in
situ / L. E. Hammarstrom, T. Holmin,
H. Stridbeck, I. Ihse // Br. J. Surg. — 1995.
—Vol. 82. — P. 1516-1521.

5. Management of common bile duct
stones. Results of a nationwide survey
with analysis of 8433 common bile duct

48 —

P

———

TEmrT  SEmea Tmaa

———

explorations in Germany / T. P. Huttl,
C. H. Hrdina, T. K. Geiger [et al.] // Zen-
trabl Chir 1. — 2002. — Vol. 27. —
P. 282-288.

6. Lilly M. C. A balanced approach
to choledocholithiasis / M. C. Lilly, M. E.
Arregui // Surg Endosc. — 2001. —
Vol. 15. — P. 467-472.

7. Routine intraoperative cholan-
giography is feasible and efficient dur-
ing laparoscopic cholecystectomy / B. Mil-
lat, A. Deleuze, Seguin C. de Saxce,
A. Fingerhut // Hepatogastroenterology.
—1997. — Vol. 144. — P. 22-27.

8. National Institutes of Health NIH
state of the science on endoscopic ret-
rograde cholangiopancreatography
ERCP for diagnosis and therapy // NIH
Consens Sci Statements. — 2002. —
Vol. 19. - P. 1-26.

9. Neoptolemos J. P. Prospective
randomised study of pre-operative en-
doscopic sphincterotomy versus sur-
gery alone for common bile duct stones
/ J. P. Neoptolemos, D. L. Carr-Locke,
D. P. Fossard // BMJ. — 1987. — Vol. 294.
— P. 470-474.

10. Paganini A. M. Follow-up of 161
unselected consecutive patients treat-
ed laparoscopically for common bile
duct stones / A. M. Paganini, E. Lezo-
che // Surg Endosc. — 1998. — Vol. 12.
- P. 23-29.

11. Prat F. Diagnostic et tratement
de la lithiase de la voie biliaire princi-
pale / F. Prat, G. Pelletier, J. P. Etienne
/I Gastroenterol Clin. Biol. — 1992. —
Vol. 16. — P. 865-868.

12. Randomized trial of laparoscop-
ic exploration of common bile duct ver-
sus postoperative endoscopic retro-
grade cholangiography of common bile
duct stones / M. Rhodes, L. Sussman,
L. Cohen, M. P. Lewis // Lancet. —
1998. — Vol. 351. — P. 159-161.

13. Treatment of common bile duct
stones — A consensus report/ T. Sauer-
bruch, H. Feussner, E. Frimberger [et
al.] // Hepatogastroenterology. — 1994.
—Vol. 41. — P. 513-515.

14. Sgourakis G. Laparoscopic
common bile duct exploration and
cholecystectomy versus endoscopic
stone extraction and laparoscopic cho-
lecystectomy for choledocholithiasis. A
prospective randomized study / G. Sgou-
rakis, K. Karaliotas // Minerva Chir. —
2002. — Vol. 57. — P. 467-474.

15. Thompson M. H. All-comers
policy for laparoscopic exploration of
the common bile duct / M. H. Thomp-
son, S. E. Tranter // Br. J. Surg. — 2002.
—Vol. 89. — P. 1608-1612.

16. Long-term results from laparo-
scopic common bile duct exploration
/ A. Waage, C. Stromberg, C. E. Lei-
jonmarck, D. Arvidsson // Surg En-
dosc. — 2003. — Vol. 17. — P. 1181-
1185.

OLECRAH MELRVAHR K 9PHRN



REFERENCES

1. Berthou J.C., Drouard F., Char-
bonneau Ph., Moussalier K. (1998)
Evaluation of laparoscopic manage-
ment of common bile duct stones in
220 patients. Surg Endosc 12: 16-22.

2. Cotton P.B. (1993) Endoscopic
retrograde pancreatography and lapar-
oscopic cholecystec-tomy. Am J Surg
165: 474-478.

3. Cuschieri A., Lezoche E., Mori-
no M., Croce E., Lacy A., Toouli J.,
Faggioni A., Ribeiro V.M., Jakimowicz
J., Visa J., Hanna G.B. (1999) EAES
multicenter prospective randomized tri-
al comparing twostage vs single-stage
management of patients with gallstone
disease and ductal calculi. Surg En-
dosc 13: 952-957.

4. Hammarstrom L.E., Holmin T.,
Stridbeck H., lhse I. (1995) Longterm
follow-up of a prospective randomized
study of endoscopic versus surgical
treatment of bile duct calculi in patients
with gall-bladder in situ. Br J Surg 82:
1516-1521.

5. Huttl T.P., Hrdina C.H., Geiger
T.K., Meyer G., Schildberg F.W., Kram-
ling H.J. (2002) Management of com-
mon bile duct stones. Results of a na-
tionwide survey with analysis of 8433

YOK 616.62-008.22-07

common bile duct explorations in Ger-
many. Zentrabl Chir 127: 282-288.

6. Lilly M.C., Arregui M.E. (2001) A
balanced approach to choledocholithi-
asis. Surg Endosc 15: 467-472.

7. Millat B., Deleuze A., de Saxce
Seguin C., Fingerhut A. (1997) Routine
intraoperative cholangiography is fea-
sible and efficient during laparoscopic
cholecystectomy. Hepatogastroenterol-
ogy 144: 22-27.

8. National Institutes of Health (2002)
NIH state of the science on endoscop-
ic retrograde cholangiopancreatogra-
phy (ERCP) for diagnosis and therapy.
NIH Consens Sci Statements 19: 1-26.

9. Neoptolemos J.P., Carr-Locke
D.L., Fossard D.P. (1987) Prospective
randomised study of pre-operative en-
doscopic sphincterotomy versus surgery
alone for common bile duct stones. BMJ
294: 470-474.

10. Paganini A.M,. Lezoche E.
(1998) Follow-up of 161 unselected
consecutive patients treated laparosco-
pically for common bile duct stones.
Surg Endosc 12: 23-29.

11. Prat F., Pelletier G., Etienne
J.P. (1992) Diagnostic et tratement de
la lithiase de la voie biliaire principale.
Gastroenterol Clin Biol 16: 865-868.

12. Rhodes M., Sussman L., Cohen
L., Lewis M.P. (1998) Randomized tri-
al of laparoscopic explo-ration of com-
mon bile duct versus postoperative en-
doscopic retrograde cholangiography
of common bile duct stones. Lancet
351: 159-161.

13. Sauerbruch T., Feussner H.,
Frimberger E., Hasegawa H., lhse I,
Riemann J.F. (1994) Treatment of com-
mon bile duct stones — A consensus
report. Hepatogastroenterology 41:
513-515.

14. Sgourakis G., Karaliotas K.
(2002) Laparoscopic common bile duct
exploration and cholecys-tectomy ver-
sus endoscopic stone extraction and
laparoscopic cholecystectomy for
choledocholithi-asis. A prospective ran-
domized study. Minerva Chir 57: 467-
474.

15. Thompson M.H., Tranter S.E.
(2002) All-comers policy for laparo-
scopic exploration of the common bile
duct. Br J Surg 89: 1608-1612.

16. Waage A., Stromberg C., Lei-
jonmarck C.E., Arvidsson D. (2003)
Long-term results from laparoscopic
common bile duct exploration. Surg
Endosc 17: 1181-1185.

Submitted 12.07.2012

®. I. KocTten, 0. M. flexTap, C. M. PyaeHko, O. C. PyaeHko,
P. A. NMuBoBapuyk, C. M. XnuBHeHKO

POJIb 0OBOBOI0 MOHITOPUHI'Y YPOOAUHAMIKU
B OIATHOCTUUI PO3J1AAIB CEHOBUIMYCKAHHA

Opecbkunin HauioHanbHUI MeguyHUI yHiBepcuteT, Oageca, YkpaiHa

YOK 616.62-008.22-07

®. U. KocTes, 0. H. fexTapb, C. H. PyaeHko, A. C. PyaeHko, P. f. NueoBapuyk, C. M. Xnus-

HEeHKO

POJIb CYTOYHOIO MOHUTOPUHIA YPOOUHAMUKU B OAUATHOCTUKE PACCTPOMUCTB

MOYEUCNYCKAHUA

Odecckuli HayuoHasbHbIU MeduyuHcKkul yHugsepcumem, Odecca, YkpauHa
Llenb uccrnenoBaHusi GbIN0 M3Y4UTb OMArHOCTUYECKOE 3HAYeHWe MeTofa OLEHKM (PYHKLMOHamMb-

Jo 1 (136) 2013

HOrO COCTOSIHUSI HUXKHUX MOYEBbIX NMyTEW Ha OCHOBE CYTOYHOrO YpOAMHaMNYECKOro MOHUTOpUuHra (YM).
YctaHoBneHo, 4to y 15 (79 %) 13 19 XeHLWmMH ¢ CMMNTOMaMn MMNepPaTUBHOTO MOYENCNYCKaHNSA Cy-
ToYHbIM YM 0GHapyxeHbl NMpusHaku HecTabunbHOCTM AeTpy3opa, KoTopas xapakrepusoBanacbh Bbi-
paxXeHHbIM HapyLleHneM aganTauuy HUKHUX MOYEBbLIX MyTel, MMNepTOHYCOM MbILLEYHbIX CTPYKTYP,
NOBbILLEHHON pedrekTOpHON BO3GYANMOCTBIO CO CMOHTaHHBIMU COKpPaLLEHUSIMU MOYEBOrO My3bIps (0T
1 0o 12 He3aTOPMOXEHHbIX COKpaLLeHUn 3a oAHY hady HanonHeHnst moyeBoro ny3eips). Y 4 (21 %)
XKEHLUMH C MnepaTMBHbIMU AN3YPUYECKMMU CUMNTOMaMM NPU3HAKOB rMNepakTUBHOCTY AeTpy3opa He
Habntoganock. YpoanHaMnyecknii MOHUTOPUHT Nnokasan 60mbLuyo YyBCTBUTENbHOCTb MO CPABHEHUIO
¢ nabopaTopHON ypOAMHAMMKON B OLieHKe akTMBHOCTW AeTpy3opa. OcobeHHo LeHeH meTon y 6onb-
HbIX, CTPaAaloLLMX CIIOXHBIMW (hOpMaMu AN3yprmn nnu cyoKNMHUYECKMMI NposiBNeHnsmMun 3abonesBaHus,
Korga cTaHAapTHOe YyPOAUHaMUYECKOe UccnefoBaHne He BbISBASET N3MeHeHWn 1 HabnogaeTcs anc-
Koppensaumsa KNMHUYECKNX NposiBrieHni 3abonesanns 1 AaHHbIX A4ONONHUTENbHbIX 06CnefoBaHUiA.

KntouyeBble cnoBa: ypoanHammnyecknii MOHUTOPUHT, CTPECCOBOE HeAepXXaHne MoYM, rmnepakTme-
HbI MOYEBOW My3blpb, HECTAbWMBLHOCTL AETPy30pa.
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