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Choledocholithiasis, or the presence of common 
bile duct stones, is the most frequent complication 
of gallstone disease, amounting to 5 — 33 % [4, 5, 16]. 
Today, there are two main approaches to the treat-
ment of calculous cholecystitis with concomitant 
choledocholithiasis: two-stage treatment, includ-
ing endoscopic retrograde cholangiopancreatogra-
phy (ERCP) with papillosphincterotomy (EPST) 
and laparoscopic cholecystectomy (LCE), which 

is performed either in the first or second stage, and 
one-stage treatment, including laparoscopic cho-
ledocholithotomy with choledochoscopy, lithoex-
traction, and subsequent LCE [4, 5, 8, 9].

According to research, in 85 — 90 % of cases, cal-
culous cholecystitis with concomitant choledocho-
lithiasis can be successfully treated in two stages 
[6, 8, 12]. First and foremost, this is due to almost 
50 years of ERCP development, as well as the 

Choledochoscopy is a minimally invasive procedure used for laparoscopic bile duct exploration and the removal 
of bile duct stones. However, there is insufficient information available about its advantages in diagnosing cho-
ledocholithiasis and its role in laparoscopic choledocholithoextraction.

OBJECTIVE —  to compare the diagnostic efficacy of imaging techniques and choledochoscopy in patients with 
choledocholithiasis and to evaluate the role of choledochoscopy in laparoscopic choledocholithoextraction.

MATERIALS AND METHODS. The study examined the results of 128 patients with calculous cholecystitis and cho-
ledocholithiasis who had laparoscopic choledocholithoextraction in combination with choledochoscopy. We 
assessed the sensitivity and specificity of ultrasound, CT, and MRI in the diagnosis of choledocholithiasis, as well 
as the efficacy of one-stage treatment of calculous cholecystitis and choledocholithiasis using choledochoscopy 
and laparoscopic choledocholithoextraction.

RESULTS. Imaging techniques demonstrated limited sensitivity and specificity in determining the diameter and 
number of common bile duct stones. A total of 89 (69.5 %) patients achieved complete bile duct clearance after 
blind laparoscopic choledocholithoextraction: 86 (81.1 %) had choledochotomy, and 3 (13.6 %) underwent 
transcystic common bile duct exploration. The combination of choledochoscopy and laparoscopic choledocho-
lithoextraction ensured the complete removal of bile duct stones in 97.6 % of patients.

CONCLUSIONS. The imaging techniques used for determining the number of common bile duct stones in cho-
ledocholithiasis had sensitivity and specificity rates of 41.4 % and 92.7 % for ultrasound, 72.7 % and 83.3 % for CT, 
and 86.7 % and 60.9 % for MRI, respectively. A total of 89 (69.5 %) patients achieved complete bile duct clearance 
after blind laparoscopic choledocholithoextraction: 86 (81.1 %) had choledochotomy, and 3 (13.6 %)underwent 
transcystic common bile duct exploration. Choledochoscopy was required for laparoscopic choledocholithoex-
traction in 18.9 % of choledochotomy patients and in 86.4 % of those who underwent transcystic common bile 
duct exploration. Choledochoscopy demonstrated an overall bile duct stone clearance rate of 97.6 %.
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establishment and standardization of endoscopic 
procedures in the majority of medical institutions 
around the world [1, 8, 33]. Despite a number of 
obvious advantages, the one-stage approach is still 
not the most popular [8, 12, 19]. These advantages 
include reducing the length of hospital stays, pre-
serving the sphincter apparatus of the major duo-
denal papilla, and lowering the overall cost of treat-
ment [3, 7]. An important reason for the selection 
of a one-stage approach is found in the use of intra-
operative choledochoscopy, which offers a higher 
level of precision in diagnosing choledocholithiasis 
compared to preoperative techniques while also fa-
cilitating complete lithoextraction. However, this 
particular aspect of the problem has received insuf-
ficient research attention.

Both approaches successfully achieve their goal 
of eliminating bile duct stones, but the choice of the 
treatment strategy remains a subject of debate.

OBJECTIVE — to compare the diagnostic efficacy 
of imaging techniques and choledochoscopy in pa-
tients with choledocholithiasis and to evaluate the 
role of choledochoscopy in laparoscopic choledo-
cholithoextraction.

Materials and methods
The study examined the results of 128 patients with 
calculous cholecystitis and choledocholithiasis who 
underwent treatment between 2019 and 2023 in 
the Department of Surgery No. 2 (a specialised de-
partment for the treatment of hepatopancreatobili-
ary diseases) at the Kyiv City Clinical Hospital of 
Emergency Medical Care, which is a clinical base 
of the Department of Surgery with the Course of 
Emergency and Vascular Surgery at Bogomolets 
National Medical University.

All patients had single-stage laparoscopic cho-
ledocholithoextraction with choledochoscopy and 
cholecystectomy. In 22 (17.2 %) patients, choledo-
cholithoextraction and choledochoscopy were con-
ducted through the cystic duct, while the remaining 
106 (82.8 %) had choledocholithotomy, lithoextrac-
tion, and choledochoscopy.

The screening method for choledocholithiasis-
complicated gallstone disease was an abdominal 
ultrasound. Imaging techniques were employed 
to address diagnostic difficulties in patients. Spe-
cifically, 23 (18.0 %) patients underwent contrast-
enhanced computed tomography, and 38 (29.7 %) 
patients underwent magnetic resonance cholangio-
pancreatography.

The research parameters included the diameter of 
the common bile duct, the maximum diameter of bile 
duct stones based on the findings of imaging tests 

(ultrasound, CT, MRI) and intraoperative data (in-
traoperative measurement of the diameter of the cho-
ledochus was carried out using a tape measure (cm) 
immersed in the abdominal cavity, and the diameter 
of the removed bile duct stones was determined us-
ing a caliper), sensitivity and specificity of imag-
ing tests and choledochoscopy in determining the 
number of bile duct stones, as well as a comparative 
assessment of the effectiveness of blind choledocho-
lithoextraction, including bile duct stone clearance 
with lithoextraction during choledochoscopy, the 
frequency of postoperative complications according 
to the Clavien-Dindo classification [10], bed-day.

The main baseline characteristics of the patients 
are listed in Table 1.

Choledochoscopy was performed using Olympus 
CHF-V and Karl Storz fibrocholedochoscopes with 
a diameter of 5 mm and 3 mm, respectively. The op-
eration was performed under general anaesthesia. 
A standard 4-port technique for laparoscopic chole-
cystectomy was used, and a separate port was placed 
in the projection of the common bile duct for cho-
ledochoscopy if choledocholithotomy was planned 
intraoperatively. The central part of the common 
bile duct was isolated, the cystic artery was ligated, 
a clip was applied to the proximal part of the d. cys-
ticus, and the gallbladder was left and used for trac-
tion during manipulations on the common bile duct. 
A total of 106 (82.8 %) patients underwent choledo-
cholithotomy with choledocholithoextraction and 

Table 1. Baseline characteristics of patients with 
gallstone disease and choledocholithiasis

Indicator Value

Male
Female

46 (35,9 %)
82 (64,1 %)

Age, years 60,04 ± 1,31 (17 — 93 %)

Jaundice syndrome, 91 (71,1 %)

Total bilirubin, mol/L 87,6 ± 5,6 (10,5 — 365,8)

Direct bilirubin, mol/L 39,8 ± 2,8 (1,3 — 146,6)

Cholangitis (moderate and severe) 57 (44,5 %)

ASA I n (%) 40 (31,3 %)

ASA II 74 (57,8 %)

ASA III 14 (10,9 %)

Difficult cholelithiasis* 60 (46,9 %)

Note. Categorical variables are presented as the number of cases 
and percentage, while quantitative indicators are presented as 
M ± m (min–max) 

* Difficult cholelithiasis was established according to the criteria 
described by Hyuk Oh C., Dong S. [17] and Yasuda I., Itoi T. [33].



52 General Surgery   Загальна хірургія  •  2024  •  № 1 (8)

Y. M. Susak et al.

choledochoscopy using a 5 mm Olympus CHF-V 
fibrocholedochoscope, and 22 (17.2 %) patients un-
derwent transcystic choledocholithoextraction and 
choledochoscopy using a 3 mm Karl Storz fibrocho-
ledochoscope.

An incision of 15 to 30 mm was usually made 
in the central part of the common bile duct, after 
which choledocholithoextraction was performed 
using a Dormia basket without visualisation (blind 
choledocholithoextraction) (Fig. 1). 

The ducts were cleaned with a 0.9 % solution of 
sodium chloride heated to 37°C, which helped wash 
out small bile duct stones from the common bile 
duct to the outside. With the help of choledochos-
copy, all accessible sections of the bile ducts were 
explored, including the ampulla of Vater (Fig. 2). 

When bile duct stones were detected, we per-
formed choledocholithoextraction. During the pro-
cedure, the Dormia baskets were used to remove 
them through the working channel of the fibrocho-
ledochoscope (Fig. 3).

After choledocholitoextraction, all bile duct sec-
tions were explored using choledochoscopy. In the 
absence of bile duct stones, the incision was closed 
with knotted sutures (absorbable monofilament 
4/0). Bile duct drainage was carried out in the pres-
ence of purulent cholangitis and microcholedocholi-
thiasis. The next stage involved a cholecystectomy.

The study employs descriptive statistics and 
presents the data as the arithmetic mean ± standard 
error (M ± m). The mean values of two variables 
were compared using the Mann-Whitney U-test. 
The sensitivity and specificity of diagnostic tech-
niques for choledocholithiasis were assessed using 
ROC analysis. IBM SPSS Statistics 22.0 was used 
to complete the calculations.

Results
According to anamnestic data, the majority of pa-
tients were admitted to the hospital 24 hours after 
the onset of the disease (pain syndrome). Thus, the 
condition lasted up to 6 hours in 4 (3.1 %) patients, 
7 to 24 hours in 16 (12.5 %), and more than 24 hours 
in 108 (84.4 %). Out of the total number of patients, 
119 (93.0 %) were hospitalised for the first time due 
to a diagnosis of choledocholithiasis, while 9 (7.0 %) 
had repeated hospitalisation.

Following the diagnosis and preoperative prepa-
ration, all patients underwent surgery. Preopera-
tive bed-day averaged 4.5 ± 0.2 days (from 1 day to 
9 days) (Fig. 4).

The preoperative period was extended to man-
age the accompanying pathology and jaundice syn-
drome.

The operative intervention lasted an average of 
115.0 ± 14.7 min.

Figure 1. Choledocholitotomy and mechanical 
choledocholithoextraction without visualisation

Figure 2. A bile duct stone in the terminal section of 
the common bile duct (the ampulla of the major 
duodenal papilla)

Figure 3. The stone captured with the Dormia basket 
in the distal section of the common bile duct 
during choledocholithoextraction
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According to intraoperative data, the average 
diameter of the common bile duct (choledochus) 
was 13.22 ± 0.35 mm (from 7 mm to 24 mm). Ac-
cording to ultrasound data, the diameter averaged 
11.68 ± 0.33 mm (from 5 mm to 23 mm), p = 0.003, 
which was smaller compared to intraoperative find-
ings (Fig. 5).

The error of measuring the diameter of the com-
mon bile duct using ultrasound compared with in-
traoperative data was from 0 mm to 5 mm, on aver-
age 1.54 ± 0.86 mm.

In 53 (41.4 %) patients, the difference between 
ultrasound data and intraoperative measurement 
was 0 mm to1 mm.

Patients who underwent CT had an average com-
mon bile duct diameter of 11.86 ± 0.96 mm, which 
did not statistically differ from the intraoperative 
average diameter of 12.39 ± 1.0 mm (p = 0.712). In 
21 (91.3 %) patients, the diameters of the common 
bile duct were found to be the same (a variation 
of 0 to1 mm). In two cases, the common bile duct 
diameters were 2 mm smaller than those measured 
intraoperatively.

Patients who additionally underwent MRI had an 
average common bile duct diameter of 12.74 ± 0.67 
mm, which did not statistically differ from the in-
traoperative average diameter of 13.0 ± 0.65 mm 
(p = 0.774). In 36 (94.7 %) patients, the diameters 
of the common bile duct were found to be the same 
(a variation of 0 to1 mm). In other cases, the com-
mon bile duct diameters were 2 mm smaller than 
those measured intraoperatively.

According to intraoperative findings, 45 (35.2 %) 
patients had one common bile duct stone, 
22 (17.1 %) had two, and 61 (47.7 %) had three or 
more (Fig. 6).

Figure 4. Distribution of patients by preoperative 
bed-day
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Figure 5. Distribution of patients based on the 
diameter of the common bile duct, as determined 
by intraoperative (A) and ultrasound (B) data

Figure 6. The number of common bile duct stones 
according to choledochoscopy
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We compared the quantity of bile duct stones re-
vealed intraoperatively and instrumentally. Ultra-
sound showed a considerably lower average number 
of bile duct stones (1.66 ± 0.13 versus 3.52 ± 0.31; 
p = 0.001). In 41 (32 %) patients, both approaches 
showed an identical number of bile duct stones. In 
the other 87 (68.0 %) cases, ultrasound reported 
a different number of bile duct stones than the ac-
tual number: 75 (58.6 %) had fewer (by 1 — 22) bile 
duct stones, while 12 (9.4 %) had more (by 1 — 4) 
bile duct stones. In general, ultrasound has a low di-
agnostic capacity for determining the exact number 
of bile duct stones: the area under the ROC curve is 
0.675 (95 % CI: 0.583 — 0.767), sensitivity is 41.4 %, 
and specificity is 92.7 % (Fig. 7).  

Patients who additionally underwent CT had an 
average number of bile duct stones of 1.91 ± 0.25, 
which did not statistically differ from the intra-
operative average number of bile duct stones of 
2.65 ± 0.46 (p = 0.166). In 12 (52.2 %) patients, 
the number of bile duct stones was found to be the 
same. In the other 9 (39.1 %) cases, CT diagnosed 
fewer (from 1 to 4) bile duct stones, and in 2 (8.7 %) 
patients, more (from 1 to 2) bile duct stones.

In multiple choledocholithiasis, CT had 72.7 % 
sensitivity, 83.3 % specificity, and an area under 
the ROC curve of 0.754 (95 % CI: 0.542 — 0.966) 
(Fig. 8).

Patients who additionally underwent MRI had 
an average number of bile duct stones of 3.08 ± 0.37, 
which did not statistically differ from the intra-
operative average number of bile duct stones of 

3.97 ± 0.47 (p = 0.142). In 22 (57.9 %) patients, the 
number of bile duct stones was found to be the same. 
In the other 13 (34.2 %) cases, MRI diagnosed few-
er (from 1 to 5) bile duct stones, and in 1 (5.3 %) 
patient, more (by 1) bile duct stones.

In multiple choledocholithiasis, MRI had 86.7 % 
sensitivity, 60.9 % specificity, and an area under 
the ROC curve of 0.862 (95 % CI: 0.747 — 0.978) 
(Fig. 9). 

Figure 8. ROC curve for determining the number of 
bile duct stones in choledocholithiasis according 
to CT data

Figure 7. ROC curve for determining the number of 
bile duct stones in choledocholithiasis according 
to ultrasound data

Figure 9. ROC curve for determining the number of 
bile duct stones in choledocholithiasis according 
to MRI data
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The diagnostic procedures used to measure the 
maximum size of bile duct stones revealed no statis-
tical differences (Table 2).

A total of 89 (69.5 %) patients achieved complete 
bile duct clearance after blind choledocholitho-
extraction, which was subsequently confirmed by 
choledochoscopy: 86 (81.1 %) had choledochot-
omy, and 3 (13.6 %) underwent transcystic com-
mon bile duct exploration. In other cases, bile duct 
stones were removed using a Dormia basket, which 
was passed into the common bile duct through the 
working channel of the choledochoscope. Further 
extraction of bile duct stones was carried out under 
visual control.

Choledochoscopy was required for laparoscopic 
choledocholithoextraction in 20 (18.9 %) choledo-
chotomy cases and in 19 (86.4 %) cases of transcys-
tic common bile duct exploration. Choledochos-
copy demonstrated an overall bile duct stone clear-
ance rate of 97.6 %.

In one case, the tight fixation of the bile duct 
stone in the area of the papilla of Vater prevented 
its removal during choledochotomy. In this case, we 
successfully applied the rendezvous method.

Although choledochoscopy allows us to correctly 
determine the completeness of stone removal, two 
patients returned to us within a year after the op-
eration due to the presence of common bile duct 
stones. One patient had Caroli’s disease whereas the 
other had a diverticulum of the common bile duct. 
Endoscopic papillosphincterotomy (EPST) was 
used in both cases to remove bile duct stones: three 
in a patient with Caroli’s disease and two in a pa-
tient with a diverticulum of the common bile duct.

After choledocholithoextraction and choledo-
choscopy, external drainage of the common bile duct 
was performed in 15 (11.7 %) patients: 11 (10.4 %) 
had choledochotomy and 4 (18.2 %) underwent 

transcystic common bile duct exploration. Indi-
cations for external drainage in choledochotomy 
patients were cases of purulent cholangitis and/or 
biliary microcholedocholithiasis.

Postoperative complications were noted in 
11 (8.6 %) patients: grade II complications in 
6 (4.7 %) and grade III complications in 5 (3.9 %).

The average postoperative bed-day was 8.2 ± 0.3 
days, and the total bed-day was 12.7 ± 0.4 days.

There were no fatalities.

Discussion
Gallstone disease and its complications, such as cal-
culous cholecystitis and choledocholithiasis, remain 
an urgent problem in abdominal surgery [7, 27, 32]. 
According to modern research, the incidence of 
common bile duct stones in patients with symp-
tomatic gallstone disease varies widely and reaches 
5 — 33 %, depending on age [8, 13, 18]. The manage-
ment of such patients requires the use of minimally 
invasive approaches, the reduction of surgical trau-
ma, the reduction of bed-days and, accordingly, the 
cost of treatment [3, 23].

According to research, the frequency of compli-
cations arising from transpapillary interventions 
is 3.6 — 12 %. Among them, the most common are 
acute pancreatitis, perforation of the duodenum, 
bleeding, and cholangitis [8, 25, 33]. Complications 
after EPST were recorded in 9.4 — 11.1 % of cases 
[19, 27, 28].

Choledochoscopy combined with choledocho-
lithoextraction and simultaneous cholecystectomy 
began to be used in the late 1990s. At first, access 
through the cystic duct was used, and later, choled-
ocholithotomy was performed, which significantly 
expanded the possibilities of choledocholithoex-
traction [9, 15, 33].

Laparoscopic common bile duct exploration 
(LCBDE) is performed through the cystic duct and 
by choledochotomy, followed by primary sutures or 
drainage. In fact, applying primary sutures in com-
parison with drainage of the common bile duct is an 
obvious advantage for the patient [3, 19, 28]. The 
main disadvantages of drainage of the common bile 
duct are more prolonged hospitalisation, loss of bile, 
water-electrolyte disorders, additional discomfort 
for the patient, possible ascending infections of the 
biliary tract, etc. [3, 20, 26].

Considering these factors, the recommended pro-
cedures should be choledochoscopy and transcys-
tic choledocholithoextraction, which is minimally 
traumatic as it does not require choledocholitotomy 
and allows for the avoidance of possible complica-
tions associated with drainage of the common bile 

Table 2. Average values of the maximum sizes of 
bile duct stones, depending on the diagnostic 
method, mm

Measurement 
method n Mean SD Min—Max  p*

Choledochoscopy 128 9,52 0,60 2—40 –

Ultrasound 128 8,05 0,95 2—120 0,192

CT 23 7,48 0,83 3—19 0,196

MRI 38 7,37 0,86 0—25 0,434

Note. * In relation to choledochoscopy.

Differences in the average values of the maximum size of bile 
duct stones for choledochoscopy, CT, and MRI data were 
determined in patients who underwent two corresponding 
diagnostic procedures concurrently.
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duct [19, 28]. However, this approach has many 
limitations: the size of the bile duct stone (< 6mm), 
the bile duct stone must be the same or smaller in 
diameter as the cystic duct, and the number of bile 
duct stones (< 5). Additionally, choledochoscopy 
and transcystic choledolithoextraction cannot be 
performed in the case of proximal choledocholithia-
sis, strictures of the common bile duct, acute angle 
between the cystic and common hepatic duct, or 
difficult choledocholithiasis [13]. Based on national 
and international data, fibrocholedochoscopes with 
a diameter of up to 3 mm are commonly used for 
performing choledochoscopy through the cystic 
duct. However, these devices have a smaller work-
ing channel, worse performance, and are prone to 
quick wear and fragility [3].

Taking into account the preoperative and in-
traoperative data, we used laparoscopic choledo-
cholithotomy, lithoextraction, and choledochos-
copy with a significantly higher frequency, namely 
in 106 (82.8 %) cases, compared to laparoscopic 
choledocholithoextraction and choledocho-
scopy through the cystic duct, which were used in 
22 (17.2 %) patients. Some international studies 
have reported comparable access ratios, specifically 
65 %/35 %) [3] and 76 %/24 % [15]. In cases where 
the primary choledochoscopy reveals the presence 
of a large common bile duct stone ( 15 mm), in-
trahepatic biliary stone, existing bile duct strictures 
(of any origin), a stone stuck in the terminal section 
of the common bile duct, or multiple choledocho-
lithiasis (> 3 bile duct stones, size > 10 mm), it is 
recommended to conduct choledocholithotomy to 
explore the bile ducts [29].

The operative intervention lasted an average of 
115.0 ± 14.7 min., which is consistent with other au-
thors’ results of 96 min [15] and 120 min [3].

A total of 89 (69.5 %) patients achieved complete 
bile duct clearance after blind choledocholitho-
extraction: 86 (81.1 %) had choledochotomy, and 
3 (13.6 %) underwent transcystic common bile duct 
exploration.

Further extraction of bile duct stones was carried 
out under visual control. According to our findings, 
after choledochoscopy and choledocholithoextrac-
tion, an overall bile duct stone clearance rate was 
97.6 %, which is consistent with the other authors’ 
data of 93.6 % [26] and 95 % [3].

Some studies show the frequency of compli-
cations ranging from 7 % to 12.5 % [2, 3, 23, 25], 
which is consistent with our data: 8.6 % (according 
to P. Clavien and D. Dindo).

The main complication was leakage of bile from 
the sutures of the common bile duct, which in our 
study was registered in 3.7 % of cases, which is less 

than the indicators cited by other authors of 9.5 % 
[3]; 4.35 % [18]; and 7.2 % [23].

There were no strictures on the common bile duct 
and fatal consequences after a year of observation in 
our study, as in other authors’ studies [19, 26, 29].

According to our data, the average length of 
stay in a hospital (bed-day) was quite significant 
and was 12.7 ± 0.4 days, while the world average is 
slightly lower at 10.7 [15], 12 [3], and 6 [26]. First 
of all, it can be explained by differences in patient 
discharge criteria.

Based on our experience, blind choledocholitho-
extraction is effective in removing just 69.5 % of 
stones. Therefore, information about the number of 
common bile duct stones and their characteristics 
plays an important role in preventing their incom-
plete removal. Unfortunately, imaging techniques 
such as ultrasound, CT, and MRI do not provide 
comprehensive information on this matter. Our 
findings show that, in relation to choledochoscopy, 
imaging tests used for determining the number of 
common bile duct stones in choledocholithiasis had 
sensitivity and specificity rates of 41.4 % and 92.7 % 
for ultrasound, 72.7 % and 83.3 % for CT, and 86.7 % 
and 60.9 % for MRI, respectively.

Considering the obtained data, the leading role 
in the diagnosis of choledocholithiasis belongs to 
choledochoscopy, due to which the risks of residual 
choledocholithiasis can be minimised.

Choledochoscopy provides visualisation of the 
extrahepatic bile ducts, the possibility of controlled 
removal of all bile duct stones, one-stage surgical 
treatment, preservation of the integrity of the pa-
pilla of Vater, and the absence of postoperative com-
plications typical for transpapillary interventions.

Conclusions
The imaging techniques used for determining the 
number of common bile duct stones in choledo-
cholithiasis had sensitivity and specificity rates of 
41.4 % and 92.7 % for ultrasound, 72.7 % and 83.3 % 
for CT, and 86.7 % and 60.9 % for MRI, respectively.

A total of 89 (69.5 %) patients achieved complete 
bile duct clearance after blind laparoscopic choledo-
cholithoextraction: 86 (81.1 %) had choledochoto-
my, and 3 (13.6 %) underwent transcystic common 
bile duct exploration.

Choledochoscopy was required for laparoscopic 
choledocholithoextraction in 18.9 % of choledo-
chotomy patients and in 86.4 % of those who un-
derwent transcystic common bile duct exploration. 
Choledochoscopy demonstrated an overall bile 
duct stone clearance rate of 97.6 %.

Our study is limited by its unicentricity.
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Холедохоскопія в лапароскопічному лікуванні хворих 
із холедохолітіазом: досвід одного центру
Я. М. Сусак, М. В. Максименко, Л. Ю. Маркулан, В. В. Волковецький

Нацiональний медичний унiверситет iмені О. О. Богомольця, Київ

Лапароскопічна холедохоскопія (ЛХС) є одним із методів дослідження жовчних проток та дає змогу 
видалити конкременти. Інформації про її переваги для діагностики холедохолітіазу (ХЛ) та виконання 
лапароскопічної холедохолітоекстракції (ЛХЛЕ) недостатньо.

Мета — у хворих із ХЛ порівняти ефективність променевих методів діагностики і ЛХС та оцінити роль 
останньої в технології ЛХЛЕ.

Матеріали та методи. Проаналізовано результати лікування 128 хворих із калькульозним холецисти-
том і ХЛ методом ЛХЛЕ з використанням ЛХС. Оцінювали чутливість і специфічність ультразвукового 
дослідження, комп’ютерної та магнітно-резонансної томографії щодо діагностики ХЛ, а також ефектив-
ність одноетапного лікування калькульозного холециститу і ХЛ із застосуванням ЛХС та ЛХЛЕ.

Результати. Установлено невисокі показники чутливості та специфічності променевих методів діагнос-
тики щодо діаметра загальної жовчної протоки та кількості конкрементів у ній. Очищено жовчні шляхи 
від конкрементів методом сліпого тролінгу в 69,5 % хворих: при холедохотомічному доступі — у 81,1 %, 
при доступі крізь міхурову протоку — у 13,6 %. Додаткове застосування ЛХС із ЛХЛЕ забезпечило повне 
видалення каменів у 97,6 % хворих.

Висновки. При холедохолітіазі чутливість і специфічність променевих методів діагностики кількості 
конкрементів у загальній жовчній протоці становить для ультразвукового дослідження 41,4 та 92,7 % 
відповідно, для комп’ютерної томографії — 72,7 і 83,3 %, для магнітно-резонансної томографії — 86,7 та 
60,9 % відповідно. Холедохоскопія в складі лапароскопічної холедохолітоекстракції була потрібна 18,9 % 
хворим при застосуванні холедохотомічного доступу і 86,4 % — при доступі крізь міхурову протоку, 
забезпечила вісутність конкрементів у жовчних шляхах у 97,6 % пацієнтів.

Ключові слова: холедохолітіаз, холедохоскопія, холедохолітоекстракція, механічна жовтяниця.
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