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AIM OF THE WORK

The aim of this study is to review the advantages of

laparoscopic treatment of common bile duct stones among other

methods.
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INTRODUCTION

Choledocholithiasis (Common bile duct stones) , literally the presence of

gall stones in the common bile duct (CBD) occurs in ٢٠–١٥٪ of patients with

cholecystolithiasis. The majority of gall stones are believed to form in the gall

bladder where they pass into the CBD via the cystic duct. (Nataly et al., ٢٠٠٢).

Primary calculi originating inside the duct are uncommon. The majority of

these stones is secondary calculi, having been produced in the gall bladder and

migrates to the common bile duct (Chen et al., ٢٠٠٥).

Choledocholithiasis may appear in one of the following five ways: without

symptoms, biliary colic, jaundice, pancreatitis and cholangitis. The classic triad of

fever with chills, jaundice and pain leads to the suspicion of choledocholithiasis

and when associated with known cholelithiasis, the diagnosis is certain. Total

bilirubin, Direct bilirubin, Alkaline phosphatase and liver function tests are

elevated and the common bile duct diameter is more than ٨ mm on sonography

(Girard, ٢٠٠٧).
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Many common bile duct stones are small and therefore can pass

spontaneously into duodenum; the larger ones can be impacted in common bile

duct due to narrowing in the ampulla of vater and cause jaundice, cholangitis or

biliary pancreatitis. Twenty-five to ٥٠٪ of asymptomatic case may eventually

develop symptoms and so this group will require treatment as well, the procedures

of removal of the common bile duct stones are controversial (Chen et al., ٢٠٠٥).

Whereas laparoscopic cholecystectomy represents the gold standard

treatment for gallstones, there is no universal consensus on the optimal treatment

of common bile duct stones. The options available for the treatment of common

bile duct stones are various and include the following: Pre-operative endoscopic

retrograde cholangiopanc-reatography plus sphincterotomy (ERCP+S) and Post-

operative (ERCP+S), laparoscopic trans-cystic exploration of common bile duct,

laparoscopic choledochotomy and traditional open choledochotomy. (Tattulli and

Cuttitta,     ).

Nowadays management of common bile duct stones can be conducted by

laparoscopic exploration of common bile duct and extraction of stones if respective

experience and equipments are available. It represents a safe and minimally

invasive alternative to a two-procedure approach (Ebner et al.,     ).


