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	 Choledocholithiasis is the presence of stones in the main bile duct, and it is defined 
as a previous cholecystectomy, lack of signs of bile duct obstruction for two years, presence of 
an ovoid, soft, or friable calculus, and no long remnant of the cystic duct. The average time for 
the appearance of primary cholelithiasis after cholecystectomy is between 8 and 12 years. The 
case is a female 73 years old, with a history of laparoscopic cholecystectomy ten years ago, and 
is diagnosed with de novo choledocholithiasis. The medical staff conducted two Endoscopic 
Retrograde CholangioPancreatographies (ERCP). The results of the first one were unresolved 
choledocholithiasis, endoscopic sphincterotomy, intra and extrahepatic bile duct dilation, and 
plastic biliary prosthesis placement. In the second one, the results showed an ampulla of Vater 
with endoprosthesis in situ, which was removed easily. Besides, it was tried to trap the stone 
with a basket, without success due to dimensions (>45 mm). A Tannenbaum-type biliary stent 
was placed to ensure biliary drainage. After, the patient was scheduled for a laparoscopic bile 
duct exploration, and dissection was performed during the surgical procedure until locating 
a dilated common bile duct of approximately 3 cm. The stone was removed with laparoscopic 
forceps. Choledochorrhaphy was performed, and a drain was placed.
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	 Choledocholithiasis is defined by the 
presence of stones in the main bile duct. It is 
classified as primary (85%) or secondary, according 
to the etiology of the stone. The prevalence of 
choledocholithiasis in patients with lithiasic 
cholecystitis reported in the American Society 
for Gastrointestinal Endoscopy (ASGE) and 
European Society for Gastrointestinal Endoscopy 
(ESGE) guidelines is 8% to 18% 1,2. In Mexico, the 
proportion is 5% to 10% 3.
	 Primary choledocholithiasis is defined 
by the criteria of Saharia et al. 4, which consists 

of previous cholecystectomy, absence of signs 
of bile duct obstruction for two years, presence 
of an ovoid, soft, or friable calculus, and no long 
remnant of the cystic duct. The average time for 
the appearance of primary cholelithiasis after 
cholecystectomy is between 8 and 12 years 5.
	 Within the classification of gallstones, 
there is a precise definition for stones that 
are difficult to manage with criteria such as 
diameter greater than 15 mm, stone impaction, and 
periampullary diverticulum, which influence the 
difficulty and therapeutic failure for the extraction 
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Fig. 1. First ERCP
Source: Medical records

Fig. 2. Second ERCP
Source: Medical records

of stones in the common bile duct 6,7. In 10% to 
20% of cases, stone extraction is not achieved 
using conventional endoscopic techniques, and it 
requires instrumentation with different ones such as 
Litotripsy mechanical, extracorporeal, and electro-
hydraulic 8.
	 Finally, if stone extraction is not achieved 
with the previously described techniques, there is a 
need for laparoscopic or open surgical exploration 
of the bile duct 9. The absolute frequency of the 
need for surgical exploration of the bile duct 
in patients with giant choledocholithiasis is 
approximately 10% 1. 

Presentation of the case
	 The case was a 73-year-old female with a 
history of important laparoscopic cholecystectomy 
ten years ago. She referred to having been 
approached in a health center by those who 
diagnosed choledocholithiasis de novo. It was 
referred to the endoscopy service of the General 
Hospital of León, and two Endoscopic Retrograde 
CholangioPancreatographies (ERCP) were 
performed in this unit.
	 1. ERCP with findings: unresolved 
choledocholithiasis, endoscopic sphincterotomy, 
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Fig. 3. Common bile duct 
Source: Medical records

Fig. 4. Foley catheter in choledochotomy for stone 
removal

Source: Medical records

Fig. 5. Video-gastroscope in choledochotomy
Source: Medical records

Fig. 6. Stone of large elements outside the 
common bile duct

Source: Medical records

intrahepatic and extrahepatic bile duct dilation; 
placement of a plastic biliary prosthesis
	 2. ERCP with findings: ampulla of 
Vater with a stent in situ. It was removed without 
difficulty. An attempt was made to catch the stone 
with a basket without success due to dimensions 
(>45 mm). A Tannenbaum-type biliary stent was 
placed to ensure biliary drainage.
	 Subsequently, she went to the general 
surgery clinic, where the patient was diagnosed 
with a de novo choledocholithiasis of large 
elements. Therefore, she was sent to the third level 
unit for electrohydraulic intraductal lithotripsy 
without obtaining a satisfactory response for 
administrative reasons. The patient was scheduled 
for laparoscopic bile duct exploration.

	 During the surgical procedure, dissection 
was performed until a dilated common bile duct of 
approximately 3 cm was located.
	 A 4 cm longitudinal choledochotomy was 
performed, with abundant biliary debris coming 
out. Also, a 12 Fr Foley catheter was introduced, 
and an attempt was made to drag the stone without 
success.
	 A video-gastroscope was inserted 
through a 12-mm trocar. As choledochotomy was 
approached, a 30-mm stone was seen towards 
the distal common bile duct. The extraction with 
Dormi failed due to the size of the stone. An 
extractor balloon was inserted, disimpacted, and 
brought closer to the supraduodenal portion for 
subsequent laparoscopic extraction. Proximal and 
distal vacuity was verified.
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	 Finally, the stone was removed with 
laparoscopic forceps; Choledochorrhaphy was 
performed, and a drain was placed.
	 Primary large-element choledocholithiasis 
is a therapeutic challenge for the general surgeon 
and endoscopist. The biliodigestive bypass should 
be reserved for select patients 10.
	 All the guidelines recommend that 
choledocholithiasis patient management should 
be adapted to the resources available in each 
institution 1. In this case, it was decided to perform 
laparoscopic bile duct exploration with the support 
of intraoperative choledochoscopy, obtaining the 
successful extraction of the stone in the common 
bile duct.
	 It is important to note that, during the 
surgical procedure, multiple attempts were made 
to extract the stone from the bile duct since its size 
prevented its easy handling for extraction. Finally, 
it was achieved with the support of the endoscopy 
service.
	 The surgeon’s decision to perform 
laparoscopic bile duct exploration was crucial 
for managing this case since the stone extraction 
by ERCP failed on two previous occasions. 
Therefore, it was decided to perform a laparoscopic 
procedure.	

Conclusion

	 I t  is established that endoscopic 
management should be the first guideline for its 
treatment without neglecting the possibility of 
surgical resolution. Laparoscopic management is a 
feasible option if there is experience and resources 
for its performance and choosing the surgical 
procedure having the greatest success described in 
the literature, currently with lower morbidity and 
mortality for the patient.
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