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Abstract;  Asymptomatic common bile duct stone( CBDS) refers to a type of CBDS without biliary colic, fever, jaundice, history of
pancreatitis and cholangitis and abnormal liver function, accounting for about 5.6% —14.7% of CBDS. For symptomatic CBDS patients,
endoscopic retrograde cholangiopancreatography ( ERCP ) has become the main treatment. At present, the treatment of asymptomatic
CBDS s still controversial. The characteristics of non dilatation of bile duct, small opening of ampulla of hepatopancreas and high
expectation of treatment of patients have brought certain challenges to the treatment of asymptomatic CBDS. Clinicians should carefully
assess the risk of ERCP related complications in asymptomatic CBDS patients, and low-risk patients can be treated with ERCP.
Laparoscopic common bile duct exploration is also a safe and effective method for CBDS patients with ERCP related complication risk
factors, ERCP failure and cholecystolithiasis. For some patients with advanced age, poor surgical tolerance, single occurrence and stone
diameter<5 mm can be followed up for observation, and they can be actively treated when complications occur. This article will review the
treatment progress of asymptomatic CBDS with different treatment methods.
Keywords: Common bile duct stone, asymptomatic; Surgical treatment; Endoscopic retrograde cholangiopancreatography ; Laparoscopic

common bile duct exploration
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BB R A U AR (laparoscopic common bile duct exploration,
LCBDE) 55 F R & i iR Y7 CBDS By FEZ 5=, XF i3
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SRS ERCP AH 3G I & 4E, H5 5| & ERCP R J5 R AR 4 ( post-
ERCP pancreatitis , PEP ) BT84 22 LUK I8 Jis B8 B A 1) PRt
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CBDS 1 H A& 50, e R ™ 8 3F ROE 1 R A R el &
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JET 24k 2 PR TR L R 9 AR T 200 T e T M o 5
o DL AR IR 48 B ws L, ™ B A 4S8 R B AR 4 T S S
EEAAT ) SRR CBDS [ 4R AR R BB, B0 S
k2 X ICAER CBDS 4 45 SR A TIF ST . B4 B % 2
HAAR/NYTCAE R CBDS 7778 A K HEA M L7 T #i. Collins
SR B AT 35% MR 8 V) Ik A v JIE 4 3 5 & B R IR
CBDS JFHTEAS 6 FAN H BUESEMR [ K HEAT . Almadi 257"
A A <3 mm [ TERER CBDS AT [ 474k ) 1 AR 23 H B0 B i
Ao [FIRE, Ammori 25 BF5E 14 5145 47 B A2 <S5 mm (i R
TEF-3 18 A H BBETT AL 4 151 Hh B MR s 4 0 7 2 T
Wi, A WS/ INREARIF S X HEL 3 U1 5 AR v BELAS 16 5% % PR T
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F BRI &7 o SR, Moller 25 B 75 T 594 451 AR
FEYIBR A AT 08 & 5% B A k3 H R T LR 9T 1 T e R
CBDS 3, Hrp 150 f3i] (25.3%) S 1F 30 d P 87 211
(3 KA, HiAy 3 234 7 LR R J5 45 75 R 0 5 % oA
411 4] (12.7%) 4 AR R 9 A 5 3 & 58, 1F & A R JC e R
CBDS [ 24 KB LU B o (HS2 , i FATA FARARAFTE I K AE
{1 XU , A BT W5, TEAE Ik CBDS 1 T By 1 35 1 0L T 9
BERRAR I K E 1Y & 4k 3R, L 2= a] Rk B ™ R J5 9 & IE
Hakuta 25" %Rl 2H 114 BIJEAR CBDS BEAT A30) 5 45 H bl
Vi R FWIBAEYT 1 4R 3 4R |5 ARAR T R 0 BAR A 4 5
H6.1% 11% 17% , Hoip 2P0 2 e 2 WL, R 16 B (14%) ,
Rt B TR 26 VAR B VE T e B, A 22 46 (19% ) | 35ty
PTCHER B & HEA , T T-Hidl 77 )7 Lh ERCP J& Y7 (1) 5 3% h
A 25 1(32% ) B ERCP 134, 35N PEP (15 21%,
fl 5 4 ) T RE AR 42 ) o BRI, X TR TR 52 ) 2% LB
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Fe I S RE R FER BRI R AR . A I 7 KRR AS KU B VT BT
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ERCP B4 W53 k45 ZI NI I (endoscopic sphincterotomy ,
EST) . #L 3k WLER 2 ™ 5K ( endoscopic papillary ballon dilation,
EBDP) HAT G5/ AR S5 0 52 e B L E 3R i S s, B &
MR 2B HLATT CBDS pig ke r 7 . 5 R,
ERCP HIXHIAR G I LAERIFA DL, EEALFE PEP AT 4 |
I LA P R R Wl PEP, HL R AR RN 9.7%
JAEk CBDS H 3% ERCP AR J5 3 (& I B KE RN 15% ~ 25%,
PEP KRNy 129% ~21% 2400220 iigy R ML T A
SEAR CBDS 3%, oAk CBDS H 3 ERCP R J5 I & S 5
L FEBIIE PEP 1Y% 4, ERCP 1 BB KN J& JoSE AR CBDS (g
et r . Xu % TREPERFSE & B, oK CBDS 2
ERCP A J5 B AR 3% & 5 35 THEAR 4 (26.4% vs 11.7%, P<
0.01) , HICHEARZL o7 YK Ty A8 AR T A3 hE AR 4, I & AE vh
PEP [ % 7 5 f 5, JoAE IR 41 A9 PEP R g 5 F i Ik 40
(20.8% vs 6.9% ,P<0.01) , i PEP JE & FL)3 i .25 FL A
REREFIEWA R 22 R RGN T HERER i
T NRLT 2 K- 25 TR 2 [H 22 A R 0, Saito 25 SR FH IR 28 A1 G
SR LR (517 A543 DE B ( PSM) (9 G2 117 8%, 45 SRATY SR 3R TCAE
ARGL PEP % A= X Fl 25 8 PEP 1 He 5 BA S8 735 F A ek 4
SR, 76 —TH0 e [T BRI ST, JCAE R 4 A i IR 20 75 O
KAE SRR A PEP & AR L ERE SRR L 2Z RIS
TR X AE# A A RE R AU R G A IR 4 ERCP () %8 4Pk &
—E, BRI B 22 R TTRE S W B AR B EL AR
A R Kim 261 W50 v AT 20 56 10 P B 5 O R4 T
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ARSI 2, B AR 56 H 2B 2 B G A e s B D 2
f FHPLREZG 55 A DG PR R A 5 T A 5 391 1 0 i L
BEERVE M B RR B ZL Sk UL U)o B RE L U & Bk RS R
EH 8B S F IO R CBDS i 7, JoAEIR CBDS A B jit 2
PEP WY E MG N Z . BRIb 2 oh, 2otk A AR 4 0% o
EST BEIPZR 00 2 | B4 IR (48 A 1) > 10 min ) 45 1R A5 (7]
2N (1R S I o o PR e~ NI R VI S P SR
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PR EESE , STk K, 3 PEP % AR U 101

ERCP {1 54301 3 % 0 445 AR 48 IR 56 i 25 £
%%, JCitsE EST i /2 EPBD, #2 X F& LWL &5 44 AT B4 S
WIR R 520, ERCP [ 199 3 2 0 (L 5 06 A7 M AR A 4% | R IR
% IREES A E K ARG IR R RTE A Horh gy
BRENFEWHHEHHEHERTFRT . KRG LNLsHS
ek A 5 2R 8 B YL SR 45 0 i & AR AR SRR [ B 22 b R
RHEHEOERTY D —TgA 10 FHIERTFEH Meta 73 H7
FW TR E REY KR ERCP R4 aE NG
KRR HASS 0 2 R fa I PR 20 A 35 AR I o e L JIE
FAS HERA L RGEH G50 HE ARPRAORSE, 1
S, FEA—IFRFSE B 25 ERCP 35 [ I 5445 45 7 19 18 35 Bl
VIR, MR 45 0 OBUB £, TR R XU s T
HRES A B, FIRAT ERCP 1F A MEE K ARG 3 % fE %
TR | R

JGAER CBDS F 4 AR 28 DI ATA] A , O T AT 7 3k i 301
B WG H BT 7R 32 e 1855 , 3 B SR R B U £E T )
TJeAEAR CBDS BB I iZ AT 41 PFAk 8 5 ERCP il ss FIAR 5
FFARAE I AR , T35 265 (YA, - BE R 2050 19 Y B O E
FTHAE . TR AR S5 P 42 25 (i 537 ) R g i =2
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3 EEERERERAGR

I L 8 A AR 7 R s i 22 IR 20 G PR A
A AR (laparoscopic transcystic common bile duct exploration,
LTCBDE) FI P AH B8 VIIF F- A& A R . LTCBDE A A8
TNHSEDITT G50 B8 0 RS I R AE D AR R
WA PR s> (AR BRI B 42> 5 mm 5%
247K 5 Re il B 5 [ AT, 454 BAR N <10 mm HH G4
I . BRI R WIICRER CBDS HLAT I A 4 3K 4 W
B ZA AR RN E A TP KW A R I S5 0 R
T B AlA LTCBDE £EJGEHR CBDS F A Y7 1 3L 11
Yoo SRAEEE LB, WD AR AR I N I R 2 U Ik
(LC)I4s LTCBDE Xf CBDS IAY7 /22 AT o /NI
PR RRAEAE BT 7 5K 9 JCAE AR CBDS 3% i i e 22 i
PENEBAR A R AT 55— 7T, MR S R A — 1)
4%+ (laparoscopic common bile duct exploration and primary su-
ture, LBEPS) HAT kG T 48 51 Ui JF AT A7 F) T 2 PR s B
IR PR FEIL Y WA 2 A DT R A 5 e LAY A
Ao HE, A HF5E R B LBEPS f3 B UE 2R fH 5 B
#>8 mm, AW AT At BUAR 5 AR A R IR T g

Wit 2 1 s R R 5 IR 4 A b RE B4 R i & g, LBEPS i 1]
NHFREY ORI B, B R0 HAR R RERE, v o8 JOaE
IR CBDS 424t —Fh e 2 2RI 73, Sl % %t ke TR
REEAER (<8 mm) AP 7 (>8 mm) Wigl i #1T LBEPS /iy
FARBIE] A & AR SE AR R IR E SRR AR, kB
W2 22 RGBS MEE VO IR B R R %k I8 A
—HASE SRR SI H R X F 2503 & 09 R e IE W BRI E
MEEPIT RS REEITH, fFEXWA 5, I1EH
RIEH B ] e & 38 4 TR CBDS | . X TFIN4EIR
7 U I CBDS FR3% , Zang %1 5% % 90 LBEPS 7 IH 345
Pk Ay KA R R AN, EHAAEEWE,2.5%~6.8% 1
CBDS 4 7617 LCBDE J5 & 4= Il M R4 B 78 S5 51 R, (2
A AR A A FB SRS A B FERREA X, L
BSNS54 & MBI 5 & 07 75 T LRI &5
Gt R 204468]  grp) 1 BEPS  LTCBDE ] ii %y B4 ERCP
RJGIKAESER R ERCP KRIW ) A I14A IR 2E S5 A (1 TCRE R
CBDS B #H &G IIRTT =,

25 Lk, JoREAR CBDS ke I PRAE s 48 HUIR Y7 il ok —
FEBRER . XIS DR B IS O A AL AR R R
J7 7 AR B IE A IR T T (1) X s
FARMSZ 2 Bk G50 HA<S mm ()R ETREDME, H L
R AERT F B AR B ; (2) 7E4T ERCP i, Ifi IR B Il R 1% W\ B
PP ERCP A1 5 It A 5 14 XURS: , %o AR XURS: S5 3 77 LA ERCP 343
¥7 5 (3) XFHHA ERCP RJFIHAAE \ERCP KIY, LKA FFE
JRELE ¥ CBDS BB, i s B 0 22 JIBRIBE & LBEPS \LTCBDE
WA RN, 1BTCIE R ERCP i 2 i I 5 0 IR &
AR HRR B2 00 F w1 BE DR AR ARRAR AR S I RiE &AL R
AR FICEER CBDS W 5E 2 8 it /IMEA 5%, B
RIS X T IR IR CBDS & SUAS— B, i T bt 58 % T hiE fR
CBDS A [RIAYT 77 27 3T 40 07, 4 J5 e B B0 22 KA
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