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A B S T R A C T

Background: Laparoscopic common bile duct exploration (LCBDE) is gaining popularity over endoscopic retro-
grade cholangiopancreatography (ERCP) for the management of common bile duct stones. However, its appli-
cation has been almost exclusively following preoperative stone confirmation via magnetic retrograde cho-
langiopancreatography (MRCP), endoscopic ultrasound (EUS) or ERCP. We present our series of LCBDE
following detection of common bile duct stones with intraoperative imaging (IOI) alone, in consecutive elective
and emergency patients with suspected choledocholithiasis.
Materials and methods: All patients with suspected but unconfirmed choledocholithiasis undergoing LC with
intention to proceed to LCBDE between January 2015 and June 2017 were included. LCBDE was performed
following the discovery of choledocholithiasis on IOI.
Results: 371 patients with suspected choledocholithiasis underwent LC with IOI. CBD stones or obstructing
sludge was identified in 107 patients (29%), with sensitivity of 96.2% and specificity of 98.5%. 100 patients,
median age 59, went on to have LCBDE as indicated by intraoperative imaging. 76% were performed as
emergency cases and conversion to open rate was 2%. There were no mortalities. Bile leak and retained stones
occurred in 4% and 3% respectively. 7/100 patients required re-intervention, with re-look laparoscopy (n= 4)
and ERCP (n= 3). Median length of stay was 1.5 and 3 days for elective and emergency cases respectively, and
30 readmission rate was 8%.
Discussion and conclusion: Traditionally patients presenting with suspicion of choledocholithiasis undergo pre-
operative MRCP/EUS and/or ERCP prior to eventual LC. We propose an alternative, more streamlined, pathway
of treatment without requiring preoperative cholangiography, applicable to both elective and emergency pa-
tients.

1. Introduction

Gallstones are common and present in around 15% of the UK adult
population [1]. Approximately 1 in 5 individuals with asymptomatic
gallstones will go on to develop complications over a 10 year period
[2]. The incidence of common bile duct (CBD)stones in patients pre-
senting with gallstone disease lies at approximately 10–15% [3–5].

The initial investigations in patients presenting with symptoms of
gallstone disease often includes biochemical markers and abdominal
ultrasound scan (US), which have low diagnostic accuracy in

identifying patients with CBD stones [6]. Depending on local resources
many patients with clinical features suggestive of CBD stones will ty-
pically undergo preoperative cholangiography in the form of magnetic
resonance cholangiopancreatography (MRCP), endoscopic ultrasound
(EUS) or endoscopic retrograde cholangiopancreatography (ERCP).
Alternatively patients can undergo an intraoperative imaging (IOI) in
the form of cholangiogram or ultrasound scan of the bile duct. Patients
with CBD stones can be treated with a two stage approach consisting of
ERCP and laparoscopic cholecystectomy or a single stage laparoscopic
cholecystectomy (LC) and laparoscopic common bile duct exploration
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(LCBDE). The latter has become established as a safe alternative to
ERCP [7–9]. When comparing cost effectiveness, length of stay and
return to work, LCBDE has been shown to have advantages [7,10,11].
Despite this, its application has been almost exclusively used in highly
selected elective patients where a CBD stone has been confirmed pre-
operatively [12–14]. Despite the prevalence of CBD stones, LCBDE is
therefore a relatively infrequently performed procedure relative to the
disease burden.

In this study, we present outcomes of LCBDE in patients in a
medium sized district general hospital performing a high volume of
LCBDE cases, using only intra-operative imaging for CBD stone con-
firmation.

2. Methods

All patients with gallstone disease and suspected, but unconfirmed,
choledocholithiasis undergoing LC under the care of 2 surgeons (GS &
SA) at a district general hospital between January 2015 and June 2017
were included. Both surgeons had experience of LCBDE (> 50 cases
each) prior to the start of the study period. Choledocholithiasis was
suspected on the basis of elevated liver function tests (LFTs) or a dilated
bile duct on abdominal US, which was defined as> 5 mm+1 mm for
every decade of life over 50 years. These patients were treated with LC
with intention to proceed to LCBDE when feasible and indicated by IOI.
Patients subsequently undergoing LCBDE on the basis of IOI were
analysed. Data pertaining to these patients was extracted from a pro-
spective database of all LCBDEs performed in our unit, including de-
mographics, operative details, pre- and post-operative imaging, ad-
missions, complications and follow-up. Comparison with electronic
patient records was performed for accuracy.

This study was registered online (www.researchregistry.com, UIN:
researchregistry4262) and reported in compliance with the PROCESS
guidelines [15].

In our unit, patients presenting with suspected gallstone disease are
assessed with a clinical history and examination, LFTs and abdominal
US. Some patients, particularly the elderly, may then undergo com-
puted tomography (CT) scan to rule out an alternative pathology such
as pancreatic or liver cancer. Following fluid resuscitation and opti-
mization where appropriate, all patients are then counselled and con-
sidered for laparoscopic cholecystectomy with intra-operative bile duct
imaging via laparoscopic US (LUS) or on-table cholangiogram (OTC).
The surgeon will then go on to perform laparoscopic CBDE when CBD
stones are identified. In our unit MRCP or ERCP are not routinely used
prior to laparoscopic cholecystectomy for patients with suspected bile
duct stones.

LCBDE can be performed via either a trans-cystic (TC) approach or
via choledochotomy (CD). The suitable approach is decided based on
various factors including caliber and length of cystic duct, CBD dia-
meter, size of CBD stones, and accessibility of CBD (Table 1). Where
possible the trans-cystic approach is preferred due to the potential
morbidity associated with choledochotomy. Choledochotomy is re-
served for those patients unsuitable for a trans-cystic exploration. In
patients unsuitable for either approach for reasons of anatomy or tissue
fibrosis, laparoscopic cholecystectomy is completed followed by post-
operative ERCP.

3. Results

3.1. Demographics

371 patients with gallstones and suspected but unconfirmed chole-
docholithiasis underwent LC with IOI in our unit between January 2015
and June 2017. Choledocholithiasis or obstructing sludge were identi-
fied in 107 patients (28.8%). In 14 patients the CBD was inaccessible or
unsuitable for LCBDE, and ERCP was performed postoperatively. The
remaining 93 patients proceeded onto LCBDE was on the basis of in-
traoperative imaging only. An additional 7 patients underwent LCBDE
on the basis of a grossly dilated duct and no flow of contrast into the
duodenum on OTC, without confirmation of CBD stones. These 7 were
all performed via the transcystic route, and no stones were found in this
subgroup. Thus, a total of 100 consecutive patients underwent LCBDE
on the basis of intraoperative imaging only.

3.2. LCBDE cohort

Of our cohort undergoing LCBDE, the median age was 59 years
(range 17–84 years). The male to female ratio was 1–1.6. ASA grades
were as follows: ASA 1: n=20, ASA 2: n=66, ASA 3: n= 14.
Indications for surgery were biliary colic, acute cholecystitis, gall-
bladder empyema, cholangitis or pancreatitis, with suspected chole-
docholithiasis (Fig. 1).

3.3. LCBDE operative details

Of 100 LCBDEs, 24 performed electively while 76 were emergency
procedures. 98 cases were completed laparoscopically, with a conver-
sion to open rate of 2%. Both these cases were converted due to a large
stone impacted in the distal CBD, which was impossible to engage with
endoscopic technique. CBDE was performed via a TC route in 45 and
via CD in the remaining 55. In these cases, primary CBD closure was
performed in 48, and 7 had biliary decompression via T-tube.
Indications for T-Tube insertion included severe cholangitis (n= 4),
pancreatitis with ampullary oedema and inflammation of the porta
(n= 1), immunosuppression therapy (n= 1), and chronic inflamma-
tion of CBD due to multiple previous ERCPs (n= 1). 6 of the cases using
T-tube were during the first quarter of the cohort while the remaining
case was in August 2016, indicating the increasing confidence in pri-
mary choledochotomy closure.

Median operating time (OT) was 168min, and was significantly
shorter for LCBDE performed via transcystic route than via chole-
dochotomy (152 vs 195, p=0.0030). Interestingly, there was no sig-
nificant difference in OT between elective and emergency cases (171 vs
167min, p= 1.0). However, comparison of OT between the first 50 and
second 50 LCBDEs performed demonstrated a significant decrease in
operating time (198 vs 152min, p < 0.00001).

3.4. Length of stay

Median post op length of stay following CBDE was 2 days overall,
and was 1.5 and 3 days for elective and emergency cases respectively.

Table 1
Parameters defining suitability for trans-cystic (TC) or trans-ductal (TD) LCBDE.

Trans-cystic LCBDE Trans-ductal LCBDE

- Non-tortuous cystic duct - CBD luminal diameter > 1 cm
- Cystic duct dilation to allow intubation with 2mm choledochoscope - CBD accessibility not ruled out by fibrosis or inflammation

- Small CBD stones able to be removed via cystic duct
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3.5. Complications

Patients were observed in this study for a median time of 186 days,
with 88 patients having a least 6 weeks of data. No patients died in the
30 days following LCBDE. 8 required readmission to hospital within 30
days for complications related to their procedure or uncontrolled post-
operative pain.

Overall complication rate was 18%. Major complications included
bleeding (2%), retained stone (3%, including 1 patient who developed
pancreatitis), bile leak (4%), and interiorisation of drain (1%). Post
operative ERCP for either bile leak or CBD stone retention was per-
formed in 5%. All patients suffering from bile leak or retained stones
were in the choledochotomy group, however in comparison with the
transcystic group this did not reach significance (p=0.07). 4% re-
quired re-laparoscopy for bile leak (n=2), bleeding from port site
(n=1) and interiorisation of drain (n=1).

Minor complications included pneumonia (3%), small pleural effu-
sion (1%), intra-abdominal collection managed conservatively (4%).

Including all recorded complications, there was no significant dif-
ference in the complication rates between the elective and emergency
groups (p= 0.53).

3.6. Diagnostic accuracy of intraoperative imaging

As per the design study, no patients in this study had confirmed
CBDE stones prior to surgery. In the 107 patients in whom chole-
docholithiasis or sludge was identified intraoperatively, stones were
found in 100, and obstructing sludge in 3, while no stones were found
in 4 patients. Of the 264 patients with negative IOI, 4 presented with
retained stones in the postoperative period. Thus the sensitivity of IOI
in our hands is 96.2%, with a specificity of 98.5%.

4. Discussion

Patients with CBD stones have the potential to develop serious
complications such as pain, cholangitis, hepatic abscess, biliary ob-
struction, secondary biliary cirrhosis and portal hypertension. In view
of this, recommendations from the British Society of Gastroenterology
[16] and from European Association of Endoscopic Surgeons [17] are
that, when possible, they are removed.

A Cochrane review comparing single (LCBDE during LC) vs two-
stage (ERCP followed by LC) approaches to bile duct stones demon-
strated similar safety and efficacy [7], while others, including in-
dividual randomized controlled trials and a meta-analysis have de-
monstrated lower morbidity, shorter length of stay and improved cost-
effectiveness [18–22].

Despite the widespread adoption of laparoscopic cholecystectomy
since the early 1990's, and the evidence supporting LCBDE, the em-
ployment of laparoscopic common bile duct exploration has been rather

more reserved. Even the larger published case series are modest com-
pared to numbers of patients undergoing laparoscopic cholecystectomy
[13,18,23,24]. For example, Quaresima et al. have recently published
results of 384 patients undergoing LCBDE over a 23 year period [25],
while Aawsaj et al. published outcomes of 296 patients over a 15 year
period, indicating a practice of only 17 and 20 cases per year respec-
tively [13]. Potential factors underlying this include ease of access to
and the long-established safety of ERCP, limited access to theatre time
or equipment, technical difficulty of LCBDE, and concerns about the
risk of complications from LCBDE. As a result LCBDE is often offered to
very selected patients [12] and generally in the elective setting [24,26].

In contrast, 76% of cases in our series were performed in the
emergency setting, including patients presenting with acute cholecys-
titis, acute pancreatitis and cholangitis. Despite this the stone clearance
rate was 97%, with conversion to open rate of only 2%. Darrien et al.
had a similar incidence of emergency cases in their series of 216 bile
duct explorations, but with a stone clearance of 87%, with 32% of cases
being converted to open [14]. Our findings, demonstrating the safety
and efficacy of LCBDE in the emergency setting is consistent with those
of Chan et al. who found similar morbidity, mortality and LOS when
comparing LCBDE in the emergency and elective settings [23].

In our experience almost all patients, when given the choice, opt for
a single-stage approach, consistent with the findings of others [27].
With this in mind, all patients presenting to our unit with gallstone
disease and suspected CBD stones, are routinely offered laparoscopic
cholecystectomy with intra-operative imaging, and, where appropriate,
progression onto LCBDE when CBD stones are found. MRCP or EUS is
not routinely performed prior to LC and ERCP is only performed in
patients unfit for surgery, at the expressed wishes of the patient, or
when stone clearance is not possible at LCBDE. Consequently, despite
being a small/medium sized district general hospital, we perform
around 100 LCBDEs per annum.

To our knowledge this is the first series of LCBDE based on in-
traoperative imaging alone, and does not include any patients in whom
choledocholithiasis was confirmed by pre-operative MRCP. While nu-
merous series describe outcomes of LCBDE with IOI, preoperative
MRCP is invariably used in these series for stone confirmation [14,24].
Therefore, from these series, it is difficult to establish the safety and
efficacy of LCBDE based on IOI alone. Our study, however, included
371 patients, suspected to have choledocholithiasis, in whom IOI was
used as an alternative, rather than an addition, to MRCP. In our view,
while MRCP has advantages, including CBD stone identification and
delineation of anatomy, its routine use in these patients has certain
disadvantages. Firstly in elective patients, CBD stones may occur in the
interval between MRCP and surgery, thus a negative MRCP may be
falsely reassuring. Secondly, in the emergency setting, preoperative
MRCP may delay surgery, increasing inpatient stay.

As we demonstrate, intraoperative imaging is highly accurate in
identifying choledocholithiasis, provides necessary information for real
time decision making regarding both suitability of the bile duct for
exploration and appropriate modality of LCBDE. In 45% of cases, CBD
clearance was achieved via the transcystic route, while the remaining
55% required choledochotomy. Reinders et al. performed a systematic
review demonstrating higher bile leak rate after choledochotomy (11%)
compared to transcystic route (1.7%) [28]. In our cohort, all 4 bile leaks
were in the choledochotomy group, giving a leak rate post chole-
dochotomy of 7% and post TC-LCBDE of 0%. Reinders et al. suggest that
choledochotomy is only performed by experienced surgeons [28]. We
agree with that sentiment, though argue that given the high frequency
of CBD stones, even in smaller units such as ours, surgeons with sub-
specialty interest can readily become experienced in LCBDE via both
choledochotomy and transcystic routes.

Of 55 patients undergoing choledochotomy, all had primary closure
except 7, who had T-tube insertion. Six of these were in the first year of
our cohort, reflecting the learning curve and increase in confidence in
choledochotomy closure in our unit. Primary choledochotomy closure

Fig. 1. Presenting conditions indicating LC.
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has been shown to be associated with fewer complications than T-tube
insertion in a comprehensive systematic review and meta-analysis [29].
However, most studies included in this meta-analysis excluded patients
with cholangitis or pancreatitis, and some consisted of only elective
patients. Indeed, in the largest UK cohort study demonstrating the
safety of primary choledochotomy closure, only 10% of procedures
were emergency [24]. Our series confirms the safety of chole-
dochotomy and primary closure in the emergency setting. However, T-
tube drainage should be considered for some patients, including those
with severe CBD inflammation due to cholangitis or ampullary oedema/
compression from severe pancreatitis.

The main limitation of this study was the passive nature of follow
up. Most complications of LCBDE occur prior to discharge. However in
order to pick up retained stones we relied on patients representing with
symptoms or complications. It is feasible that some may therefore be
missed, though we surmise that all clinically significant retained stones
are likely to have represented, and only clinically insignificant retained
stone have been missed. Furthermore, while this study uses IOI in place
of pre-operative MRCP/EUS, we are unable to make a direct compar-
ison of the impact this has on the patient pathway and surgical out-
comes. Further research including randomized trials is required to es-
tablish this.

In conclusion, based on our study LCBDE is safe and effective for the
treatment of choledocholithiasis in both elective and emergency cases,
and can be performed on the basis of intraoperative imaging without
the need for preoperative cholangiography. IOI is also able to identify
key features of biliary anatomy to aid real time decision making re-
garding the suitability and modality of LCBDE.

Ethical approvalr

Not required.

Sources of funding

None.

Author contribution

T Platt – study design, data collection, analysis, write up.
K Smith – data collection.
M Nixon – Data collection and write up.
S Sinha – data collection.
G Srinivas – study design, manuscript review.
S Andrews – Study design, manuscript review.

Conflicts of interest

None.

Research registration number

Researchregistry4262.

Guarantor

S Andrews.

Trial registry number

None.

Provenance and peer review

Not commissioned, externally peer reviewed.

Acknowledgements

There are no additional acknowledgements to make.

Appendix A. Supplementary data

Supplementary data to this article can be found online at https://
doi.org/10.1016/j.amsu.2018.10.036.

References

[1] M.C. Bateson, Gallstones and cholecystectomy in modern Britain, Postgrad. Med. J
76 (2000) 700–703.

[2] L. Barbara, C. Sama, A.M.M. Labate, F. Taroni, A.G. Rusticali, D. Festi, et al., A
population study on the prevalence of gallstone disease: the sirmione study,
Hepatology 7 (5) (1987) 913–917.

[3] H. Neuhaus, H. Feussner, A. Ungeheuer, W. Hoffmann, J.R. Siewert, M. Classen,
Prospective evaluation of the use of endoscopic retrograde cholangiography prior to
laparoscopic cholecystectomy, Endoscopy 24 (9) (1992) 745–749.

[4] C.R. Welbourn, D. Mehta, C.P. Armstrong, M.W. Gear, I.A. Eyre-Brook, Selective
preoperative endoscopic retrograde cholangiography with sphincterotomy avoids
bile duct exploration during laparoscopic cholecystectomy, Gut 37 (4) (1995)
576–579.

[5] R. Houdart, T. Perniceni, B. Darne, M. Salmeron, J.F. Simon, Predicting common
bile duct lithiasis: determination and prospective validation of a model predicting
low risk, Am. J. Surg. 170 (1995) 38–43.

[6] P a Abboud, P.F. Malet, J a Berlin, R. Staroscik, M.D. Cabana, J.R. Clarke, et al.,
Predictors of common bile duct stones prior to cholecystectomy: a meta-analysis,
Gastrointest. Endosc. 44 (4) (1996) 450–455.

[7] B.V.M. Dasari, C.J. Tan, K.S. Gurusamy, D.J. Martin, G. Kirk, L. McKie, et al.,
Surgical versus endoscopic treatment of bile duct stones, Cochrane Database Syst.
Rev. 12 (2013) CD003327. Available from: http://www.ncbi.nlm.nih.gov/pubmed/
24338858.

[8] J. Lu, Y. Cheng, X.Z. Xiong, Y.X. Lin, S.J. Wu, N.S. Cheng, Two-stage vs single-stage
management for concomitant gallstones and common bile duct stones, World J.
Gastroenterol. 18 (24) (2012) 3156–3166.

[9] N. Alexakis, S. Connor, Meta-analysis of one- vs. two-stage laparoscopic/endoscopic
management of common bile duct stones, HPB 14 (4) (2012) 254–259.

[10] D.R. Urbach, Y.S. Khajanchee, B.A. Jobe, B.A. Standage, P.D. Hansen,
L.L. Swanstrom, Cost-effective management of common bile duct stones: a decision
analysis of the use of endoscopic retrograde cholangiopancreatography (ERCP),
intraoperative cholangiography, and laparoscopic bile duct exploration, Surg.
Endosc. 15 (1) (2001) 4–13.

[11] J. Lu, X.Z. Xiong, Y. Cheng, Y.X. Lin, R.X. Zhou, Z. You, et al., One-stage versus two-
stage management for concomitant gallbladder stones and common bile duct stones
in patients with obstructive jaundice, Am. Surg. 79 (11) (2013) 1142–1148.

[12] J. Hua, H. Meng, L. Yao, J. Gong, B. Xu, T. Yang, et al., Five hundred consecutive
laparoscopic common bile duct explorations: 5-year experience at a single institu-
tion, Surg. Endosc. 31 (9) (2017) 3581–3589.

[13] Y. Aawsaj, D. Light, L. Horgan, Laparoscopic common bile duct exploration: 15-year
experience in a district general hospital, Surg. Endosc. 30 (6) (2016) 2563–2566.

[14] J. Darrien, K. Connor, A. Janeczko, J. Casey, S. Paterson-Brown, The surgical
management of concomitant gallbladder and common bile duct stones, HPB Surg.
(2015), https://doi.org/10.1155/2015/165068.

[15] A. Agha, A. Fowler, S. Rajmohan, I. Barai, D. Orgillfor the PROCESS Group,
Preferred reporting of case series in surgery; the PROCESS guidelines, Int. J. Surg.
36 (Pt A) (2016) 319–323.

[16] E.J. Williams, J. Green, I. Beckingham, R. Parks, D. Martin, M. Lombard, Guidelines
on the management of common bile duct stones (CBDS), Gut 57 (7) (2008)
1004–1021.

[17] EAES, Diagnosis and treatment of common bile duct stones (CBDS). Results of a
consensus development conference. Scientific Committee of the European
Association for Endoscopic Surgery (E.A.E.S.), Surg. Endosc. 12 (6) (1998)
856–864.

[18] B. Darkahi, H. Liljeholm, G. Sandblom, Laparoscopic common bile duct exploration:
9 Years experience from a single center, Front Surg. 3 (2016) 23.

[19] B. Koc, S. Karahan, G. Adas, F. Tutal, H. Guven, A. Ozsoy, Comparison of laparo-
scopic common bile duct exploration and endoscopic retrograde cholangiopan-
creatography plus laparoscopic cholecystectomy for choledocholithiasis: a pro-
spective randomized study, Am. J. Surg. 206 (4) (2013) 457–463.

[20] S.J. Rogers, J.P. Cello, J.K. Horn, A.E. Siperstein, W.P. Schecter, A.R. Campbell,
et al., Prospective randomized trial of LC+LCBDE vs ERCP/S+LC for common bile
duct stone disease, Arch. Surg. 145 (1) (2010) 28–33.

[21] A. Cuschieri, E. Croce, A. Faggioni, J. Jakimowicz, A. Lacy, E. Lezoche, et al., EAES
ductal stone study. Preliminary findings of multi-center prospective randomized
trial comparing two-stage vs single-stage management, Surg. Endosc. 10 (12)
(1996) 1130–1135.

[22] R. Kenny, J. Richardson, E.R. McGlone, M. Reddy, O.A. Khan, Laparoscopic
common bile duct exploration versus pre or post-operative ERCP for common bile
duct stones in patients undergoing cholecystectomy: is there any difference? Int. J.
Surg. 12 (9) (2014) 989–993.

[23] D.S.Y. Chan, P.A. Jain, A. Khalifa, R. Hughes, A.L. Baker, Laparoscopic common bile

T. Platt et al. Annals of Medicine and Surgery 36 (2018) 173–177

176

https://doi.org/10.1016/j.amsu.2018.10.036
https://doi.org/10.1016/j.amsu.2018.10.036
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref1
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref1
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref2
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref2
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref2
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref3
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref3
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref3
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref4
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref4
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref4
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref4
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref5
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref5
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref5
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref6
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref6
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref6
http://www.ncbi.nlm.nih.gov/pubmed/24338858
http://www.ncbi.nlm.nih.gov/pubmed/24338858
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref8
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref8
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref8
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref9
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref9
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref10
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref10
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref10
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref10
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref10
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref11
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref11
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref11
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref12
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref12
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref12
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref13
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref13
https://doi.org/10.1155/2015/165068
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref15
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref15
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref15
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref16
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref16
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref16
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref17
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref17
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref17
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref17
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref18
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref18
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref19
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref19
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref19
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref19
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref20
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref20
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref20
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref21
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref21
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref21
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref21
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref22
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref22
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref22
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref22
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref23


duct exploration, Br. J. Surg. 101 (11) (2014) 1448–1452.
[24] Y.S. Khaled, D.J. Malde, C. De Souza, A. Kalia, B.J. Ammori, Laparoscopic bile duct

exploration via choledochotomy followed by primary duct closure is feasible and
safe for the treatment of choledocholithiasis, Surg. Endosc. Other Interv. Tech. 27
(11) (2013) 4164–4170.

[25] S. Quaresima, A. Balla, M. Guerrieri, R. Campagnacci, E. Lezoche, A. Paganini, A 23
year experience with laparoscopic common bile duct exploration, HPB 19 (1)
(2017) 29–35.

[26] K.S. Savita, V.K. Bhartia, Laparoscopic CBD exploration, Indian J. Surg. 72 (5)
(2010) 395–399.

[27] P. Prasson, X. Bai, Q. Zhang, T. Liang, One-stage laproendoscopic procedure versus

two-stage procedure in the management for gallstone disease and biliary duct
calculi: a systemic review and meta-analysis, Surg. Endosc. Other Interv. Tech. 30
(8) (2016) 3582–3590.

[28] J.S.K. Reinders, D.J. Gouma, D.T. Ubbink, B. Van Ramshorst, D. Boerma,
Transcystic or transductal stone extraction during single-stage treatment of chole-
dochocystolithiasis: a systematic review, World J. Surg. (2014) 2403–2411.

[29] M. Podda, F.M. Polignano, A. Luhmann, M.S.J. Wilson, C. Kulli, I.S. Tait, Systematic
review with meta-analysis of studies comparing primary duct closure and T-tube
drainage after laparoscopic common bile duct exploration for choledocholithiasis,
Surg. Endosc. Other Interv. Tech 30 (3) (2016) 845–861.

T. Platt et al. Annals of Medicine and Surgery 36 (2018) 173–177

177

http://refhub.elsevier.com/S2049-0801(18)30245-0/sref23
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref24
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref24
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref24
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref24
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref25
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref25
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref25
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref26
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref26
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref27
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref27
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref27
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref27
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref28
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref28
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref28
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref29
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref29
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref29
http://refhub.elsevier.com/S2049-0801(18)30245-0/sref29

	Success of intraoperative imaging and management of suspected choledocholithiasis without pre-operative bile duct imaging – A case series
	Introduction
	Methods
	Results
	Demographics
	LCBDE cohort
	LCBDE operative details
	Length of stay
	Complications
	Diagnostic accuracy of intraoperative imaging

	Discussion
	Ethical approvalr
	Sources of funding
	Author contribution
	Conflicts of interest
	Research registration number
	Guarantor
	Trial registry number
	Provenance and peer review
	Acknowledgements
	Supplementary data
	References




