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Laparoscopic Antegrade Stent in Choledocholithiasis
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Backgrounds : Laparoscpic common bile duct exploration is comparable with open operation
and it is usuvally finished with the insertion of external bile drainage such as T-tube. After
placement of the T-tube, many complication have been developed such as bile leakage, bile
peritonitis, and hemorrhage. We performed antegrade placement of a biliary stent with primary
closure of the common bile duct after laparoscopic common bile duct exploration.

Patients and Method : From Feburary 1999 to Feburary 2000, five patients with choledocholi-
thiasis, aged 26, 78, 79, 61 and 60 were treated by laparoscopic antegrade placement of biliary stent.

Result ; Average postoperative hospital was 6.4 days(range from 3 to 8 days). Spontaneous removal
of antegade stent was checked with plain abdominal X-ray and after average 22 postoperative days
{range from 6 to 48 days} it did not be found. Postoperative complication was not developed.

Congclusion : The antegrade placement of a biliary stent with primary closure of the common
bile duct after laparoscopic common bile duct exploration is safe effective method in

choledocholithiasis patients.
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Choledochoscope

Fig. 3. After the choledochoscope was removed leaving

Fig. 1. A stent was made with a 7-Fr nasobiliary drianage the guide wire in place, a 7-Fr biliary stent was
catheter. A duodenal flap was made in the distal advanced over the guide wire into the ductal
portion and 5-0 chromic catgut suture was applied system and through the papilla using a pusher

to the proximal portion. until the distal end lies inside the duodenum.
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Hospital day after Stent removal

No. Age Sex Dx. operation (days) (days)
1 79 M GB empyema & CBD stone B 20
2 26 F GB & CBD stone 3 48
3 78 F Acute cholecystitis & CBD stone 8 6
4 61 F CBD stone 7 12
5 60 F GB & CBD stone 6 24
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