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ABSTRACT

Introduction: Choledocholithiasis, the presence of gallstones within the common bile duct,
is a challenging medical condition characterized by disruptions in cholesterol, bilirubin, and
bile acid metabolism. Patients with choledocholithiasis present with a spectrum of 
symptoms, from intermittent upper abdominal pain, nausea, and vomiting to jaundice and
more severe complications like pancreatitis.
Case report: This case study involves a 63-year-old female who presented at the emergency
department with colicky pain, jaundice, and discomfort. An abdominal ultrasound diagnosed
choledocholithiasis, leading to an endoscopic retrograde cholangiopancreatography (ERCP).
The ERCP procedure was technically challenging, possibly due to the choledocholithiasis of
large stones (>1.5 cm). Following the initial ERCP, a follow-up CT scan revealed ongoing bile
duct dilation and complications related to the stones, necessitating a second procedure. The
reintervention proceeded successfully, and the patient recovered well without complications.
Conclusions: While conventional therapies for choledocholithiasis, such as ERCP and surgical
exploration, demonstrate remarkable success, the reappearance of common bile duct stones
raises apprehensions. The need for reintervention could be attributed to elements like
anatomical complexities during the initial treatment and stone characteristics. Elevating the
outcomes and diminishing the necessity for re-interventions hinges upon the refinement of
patient selection, preoperative evaluations, and the implementation of a multidisciplinary
approach.
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INTRODUCTIONINTRODUCTION

Choledocholithiasis, characterized by the presence of gallstones within the
common bile duct (1), is a challenging medical condition that demands swift and
precise intervention. This ailment not only causes significant discomfort but can
also lead to severe complications (2).

The development of choledocholithiasis is often insidious, with patients Copyright © Celsius Publishing House
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Managing Choledocholithiasis with T-Tube Exploration

presenting a spectrum of symptoms ranging from 
intermittent upper abdominal pain, nausea, and 
vomiting to jaundice and more serious complications
such as pancreatitis (3). Diagnostic procedures for
choledocholithiasis typically involve a combination 
of imaging studies such as ultrasound, computed
tomography (CT), magnetic resonance cholangio-
pancreatography (MRCP), and endoscopic retrograde
cholangiopancreatography (ERCP) (4).

CASE REPORTCASE REPORT

A 63-year-old female patient presented at the emer-
gency department of the General Zone Hospital No. 5 in
Nogales, Sonora. She had been experiencing colicky
pain in the upper right quadrant, associated with 
jaundice and general discomfort for the past two days.
The patient had no significant medical history, no
reported allergies, and no comorbidities.

An abdominal ultrasound diagnosed choledo-
cholithiasis, leading to an ERCP on December 7, 2022
(fig. 1a). During the procedure, we reached the second
part of the duodenum, locating the ampulla of Vater in
its usual position. However, it had an elongated shape
and an extremely narrow Oddi sphincter due to 
probable dysfunction. Attempts to cannulate it were
unsuccessful, leading to a precut from bottom to top,
opening the duct. Selective cannulation with a
hydrophilic guidewire towards the biliary tract was then
successful. We passed contrast medium, visualizing the
entire intrahepatic and extrahepatic biliary tract. The
extrahepatic bile duct had a diameter of 1.8 cm with
several irregularly shaped and faceted filling defects
measuring 1.7 cm. We performed sphincterotomy 
and placed a 10 Fr and 10 cm plastic biliary stent for
medium-term fragmentation and drainage safety. 
The procedure was completed without incidents.
Endoscopy impression: Choledocholithiasis with large
elements, placement of plastic biliary stent and 
dilatation of the extrahepatic biliary tract.

As the ERCP was unsuccessful, a follow-up abdominal
CT scan on May 30, 2023, revealed intra-hepatic and
extrahepatic bile duct dilation related to choledocho-
lithiasis, the presence of a biliary stent in the common
bile duct, chronic cholelithiasis, and stone formation in
the left renal pelvis leading to hydronephrosis (fig. 1b).
The patient was scheduled for biliary tract exploration
and left nephrectomy in the same surgical procedure.

On September 11, 2023, a midline supraumbilical
incision was made, followed by dissection through the
abdominal layers, gaining access to the peritoneal 
cavity. The gallbladder was found with multiple 

adhesions to the omentum Zuhkle II (fig. 2a), which
were resected. The hepatocystic triangle was dissected,
and a longitudinal incision was made in the common
bile duct (fig. 2b). The biliary tract was explored, and 12
stones, ranging from 1 to 2 cm in diameter, were
extracted (fig. 3a). A retrograde and antegrade Fogarty
catheter sweep was performed (fig. 3b). A T-tube was
placed, and the common bile duct incision was sutured
with 3-0 Vicryl simple interrupted stitches (fig. 4a).
Trans-tube cholangiography was performed, confirming
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Figure 1 - Initial endoscopic retrograde cholangiopancreatography
(ERCP) procedure.   (A) ERCP. (B) abdominal computed tomography

scan
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Figure 2 - The gallbladder was found with multiple adhesions (a). 
(b) a longitudinal incision was made in the common bile duct 
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the contrast medium's proper passage into the 
duodenum (fig. 4b). The cystic duct was ligated and cut,
and the gallbladder was dissected from the vesical bed
(fig. 3a). The nephrectomy was then performed, involv-
ing the release of the left colon and the identification
and ligation of the left renal vein. The Gerota's fascia
was incised, and the left kidney was dissected to reach
the renal hilum, where the left renal artery was identi-
fied, ligated, and cut. Hemostasis was confirmed, four
Gelfoam sponges were placed in the renal fossa, a
Penrose drain was directed to the left paracolic gutter,
and the procedure was completed.

The patient was transferred to the surgical floor and
observed for four days. Due to her good recovery, she
was discharged with follow-up laboratory tests, which
all reported normal parameters.

DISCUSSIONDISCUSSION

Choledocholithiasis, characterized by gallstones in
the common bile duct, presents a significant medical
challenge requiring swift intervention. This chronic
hepatobiliary ailment is characterized by irregularities
in cholesterol, bilirubin, and bile acid metabolism (1).
While cholelithiasis is prevalent, choledocholithiasis
impacts roughly up to 20 % of individuals with this 
condition (5,6).

The causes of choledocholithiasis are multifactorial.
It often results from the migration of gallstones from
the gallbladder into the common bile duct (7). These
gallstones obstruct the normal flow of bile and 
digestive enzymes, leading to a cascade of symptoms.
Several risk factors contribute to choledocholithiasis,
including age, gender, genetic predisposition, metabolic
disorders, dietary habits, and specific medications (8,9).

The management of choledocholithiasis involves a
multidisciplinary healthcare approach. Treatment
methods may include the common procedure of ERCP,
surgical exploration of the biliary tract, and, in some
cases, the placement of stents to facilitate bile drainage
and stone fragmentation (1). ERCP exhibits a remarkable
success rate for intubation, with a corresponding 
clearance rate of up to 95 % (9). Nevertheless, follow-up
studies have revealed recurrence rates of common bile
duct stones following treatment, that reach up to 25%
(9-11).

The prognosis of choledocholithiasis is generally
favorable when diagnosed early and treated promptly.
However, choledocholithiasis can lead to severe 
complications such as acute suppurative cholangitis,
pancreatitis, and biliary perforation (2,12). Successful
interventions can relieve symptoms and prevent 
complications. The prognosis may vary depending on
the condition's severity, the presence of comorbidities,
and the patient's overall health. Close monitoring and
follow-up care are often necessary to ensure that
patients experience a full recovery and maintain their
well-being (13).

The present case illustrates a challenging aspect of
choledocholithiasis management. An initial ERCP was
performed. The follow-up CT scan revealed continued
bile duct dilation and stone-related complications,
necessitating reintervention. Several factors could have
contributed to the need for a second procedure. These
include the complexity of the initial ERCP probably due
to large stones (>1.5 cm), an elongated ampulla, 
and a narrow Oddi sphincter, which may have led to
incomplete stone clearance (14,15). Additionally, the
nature of the stones might have posed challenges in
fragmentation during the initial procedure (15).
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Figure 3 - Twelve stones were extracted between one and two 
centimeters (a). (b) A retrograde and antegrade Fogarty catheter

sweep was performed

Figure 4 - A T-tube was placed, and the common bile duct incision
was sutured with 3-0 Vicryl simple interrupted stitches (a). 
(b)  Trans-tube cholangiography was performed, confirming 
the contrast medium's proper passage into the duodenum 
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To enhance treatment outcomes and minimize 
reinterventions, healthcare providers should consider
better patient selection, improved preoperative 
assessment, and a multidisciplinary approach to 
managing complex choledocholithiasis cases.
Furthermore, utilizing advanced imaging techniques
and novel therapeutic modalities could offer more
effective solutions in challenging situations like the one
described in this case (16).

CONCLUSIONCONCLUSION

Standard treatments for choledocholithiasis, 
including ERCP and surgical exploration, exhibit high
success rates. However, the recurrence of common bile
duct stones remains a concern. Reintervention may
result from factors like anatomical challenges 
during the initial treatment and the nature of the
stones (diameter >1.5 cm). To enhance outcomes and 
reduce reinterventions, improved patient selection, pre-
operative assessment, and a multidisciplinary approach
are crucial.
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