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INTRODUCTION
Studies have shown that laparoscopic cholecystectomy (LC) 
following endoscopic retrograde cholangiopancreatography (ERCP) 

1,2is more difcult than LC for uncomplicated cholelithiasis.  The usual 
3 indication for ERCP is CBD stones and biliary pancreatitis. The use of 

contrast in ERCP also elicits an inammatory reaction around the 
common bile duct (CBD) and sphincterotomy leads to bacterial 
colonization causing inammation and scarring of the hepatoduodenal 

2,4ligament leading to adhesions and frozen Calot's . This theory of 
bacterial colonization is supported by the nding that bacteria have 
been isolated from bile in 60% of patients who underwent ERCP with 

4,5sphincterotomy . A signicantly higher conversion rate was 
encountered when LC was done 2 - 6 weeks after ERCP, as compared 

6to 1 week after ERCP . Reports of LC done within days following 
ERCP show conversion rates as low as those for patients with 

6uncomplicated cholelithiasis . 

CASE HISTORY
A 62 year male presented in surgery OPD with complaints of pain in 
right hypochondrium since 2 months. Patient also had history of 
dyspepsia and vomit on having fatty/oily food. Patient had no 
signicant past history. On clinical examination: patient was vitally 
normal with tenderness over right hypochondrium region. 
Investigations were done in which showed raised Bilirubin and 
Alkaline Phosphatase levels and other biochemical parameters were 
within normal limit. Patient was clinically diagnosed as a case Acute 
Cholecystitis and was advised an ultrasound abdomen.

Ultrasound abdomen ndings distended gall bladder with multiple 
focal signal void area suggestive of calculi approx 7mm. Patient had 
undergone MRCP which showed dilated CBD of 11.5mm in diameter 
just proximal to site of insertion into D2 with CBD sludge. Patient was 
planned for ERCP with stenting followed by laparoscopic 
cholecystectomy.

On laparoscopic cholecystectomy, gall bladder was found to have a 
tube like structure throughout from fundus to cystic duct. This 
structure was suspected to be CBD stent accidently passed into gall 
bladder. On table decision was made and gall bladder was cut over 
fundus and we found CBD stent which had accidently passed into gall 
bladder. Decision was made to remove the stent.

DISCUSSION
In 1968, McCune, a surgeon, reported the endoscopic technique of 
visualizing of the common bile and pancreatic duct. With the 
introduction of endoscopic sphincterotomy in 1974, therapeutic 

7pancreaticobiliary endoscopy subsequently was developed . In our 
hospital, ERCP with endoscopic sphincterotomy (ES) and stent 
placement followed by LC is routinely performed whenever 
choledocholithiasis is suspected. This is supported by the evidence 

2from a randomized control trial conducted by Boerma et al  which 
states a wait and watch policy is not recommended after 
sphincterotomy in choledocholithiasis. In their study, 47% of patients, 
managed conservatively, developed at least one recurrent biliary 
complication and 37% needed cholecystectomy at a later date. In 

8 9studies by Lau et al  and Costi et al , ERCP followed by LC was 
advocated for choledocholithiasis because of greater long-term 

4morbidity and mortality in the ERCP alone group. Salman et al  in their 
study on the timing of LC following ERCP, stated that after 72 h, the 
inammation makes surgery more difcult in patients and 
recommended performing LC within 24 - 72 h after ERCP. This study 
proves this by showing statistically signicant differences in the 
occurrence of adhesions, frozen Calot's, wide cystic duct, cystic 
duct/artery injury as the interval between ERCP and LC progresses. 

10Anandi et al , in their study concluded that cholecystectomy within 1 
week after ES may prevent recurrent biliary complications in the 
majority of cases and reduce the postoperative hospital stay. 

11Akaraviputh et al , in their study proved that same day approach for 
choledocholithiasis using endoscopic stone removal followed by LC is 

12preferable. Zang et al  recommended that early LC after endoscopic 
CBD stone extraction in developing countries is feasible and safe and 
also reduces the total hospital cost effectively. This case report is aimed 
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ABSTRACT
Endoscopic retrograde cholangiopancreatography (ERCP) is followed by laparoscopic cholecystectomy (LC) is the widely accepted current 
treatment modality in patients with common bile duct (CBD) stones. It is a topic of debate about optimum interval between ERCP and LC. There 
are more chances of complications if the interval between ERCP and LC is longer, it also increases the risk of conversion to open technique as well 
as the need for increased hospital stay following surgery. Early LC after ERCP is always preferred.
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at comparing the accidental nding of slipping of CBD stent in gall 
bladder encountered during LC following ERCP.

CONCLUSION
In conclusion, the optimum time to perform LC is within 3 days after 
ERCP. The longer the interval between ERCP and LC, the higher are 
the chances of encountering complications and increased need for 
conversion as well as prolonged operating time and hospital stay.
Though LC fo l lowing  ERCP is  the  gold  s tandard  for 
choledocholithiasis in the current general surgical practice, the 
operating surgeon should always be aware of our case difculty 
encountered. Knowledge of these challenges will enable the surgeon in 
providing a safer and more favorable outcome in cholecystectomy.
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