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[Abstract] Objective To evaluate the safety and efficacy of percutaneous transhepatic papilla balloon
dilatation combined with Fogarty balloon pushing technique for the treatment of common bile ductstones.
Methods The clinical data of 14 patients with common bile duct stone were retrospectively analyzed.
Routine percutaneous transhepatic puncture of bile duct was performed, which was followed by insertion of 8 F
vascular sheath. The super-lubricity stiff guide-wire was advanced across the papilla until into the distal part of
the duodenum. Semi -compliance balloon was employed to dilate the papilla of duodenum for two times, the
balloon dilatation lasted for 1-2 minutes every time. The semi-compliance balloon was pulled out and the
Fogarty balloon catheter was slowly inserted along the wire until to the stone site, then, the balloon pushed
stones into the duodenum. If the stone was very bigger, a new semi - compliance balloon catheter with a
balloon diameter 2 mm larger than the former one was used to dilate the papilla of duodenum and to push the
stone into the duodenum again. The maximum diameter of the semi-compliance balloon catheter should be no
larger than 18 mm. If it was still difficult to push the stone into the duodenum, the operation should be
stopped. After operation, an 8 F external drainage catheter was inserted into the common bileduct and the
sustained external drainage should be kept on. Postoperative routine fasting and anti - inflammatory treatment

were executed. CT and ultrasonography reexaminations were performed one month after treatment. If there was
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no residual stones, the drainage tube could be pulled out, and at one, 3 and 6 months after retrieval of

drainage tube reexamination of color sonography was carried out. Results

Successful removal of stones was

achieved in 13 patients, the success rate was 92.6% (13/14). Stone removal operation failed in one patient

because the stone was very big, the maximum diameter of which was over 25 mm. One week after treatment,

no aggravation of infection was observed, and the symptoms of fever, jaundice and abdominal pain gradually

disappeared. All the patients with associated acute pancreatitis and cholecystitis were cured after conservative

treatment. Complications included hepatic subcapsular haemorrhage (n=1) and small amount of hemobilia (n=

1), which were improved after conservative treatment. No recurrence of biliary stones was observed during the

follow - up period. Conclusion For the treatment of common bile duct stones,percutaneous transhepatic

papilla balloon dilatation combined with Fogarty balloon pushing technique is technically feasible, clinically

safe and effective. It can be performed even under local anesthesia and is an effective minimally - invasive

method for bile duct stones. It is particularly suitable for the aged patients, and also for the patients who have

multiple underlying diseases, poor cardiopulmonary function, who are unable to tolerate general anesthesia,

or who have a history of Billroth type Il gastrectomy and have no appropriate route for endoscopic treatment.

(J Intervent Radiol, 2020, 29. 995-999)
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