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Introduction
Transcystic stenting is an approach widely utilised at laparoscopic cholecystectomy for the management of common bile duct
(CBD) stones. Whilst still preserving the benefits of minimally invasive surgery, the method effectively provides a conduit for CBD
clearance and improves the success of postoperative endoscopic retrograde cholangiopancreatography (ERCP).1

In the unprecedented COVID-19 pandemic however, implications to the medical supply chain have been far reaching, including
on the distribution of specialised biliary stent sets. As such, we describe an innovative method devised at our centre to substitute
traditional procedural equipment where supply is limited.

Methodology – A Novel CBD Stenting Technique 
Conventionally, the use of preloaded endobiliary stent sets is standard procedure. The process sequentially involves dilatation of
the cystic duct, stent introduction, outer sheath retraction and fluoroscopic visualisation of four radiographic markers (two
proximal and two distal) to confirm appropriate stent positioning across the ampulla. Once the stent has been deployed and
guidewire removed, a complete intraoperative cholangiogram is obtained to verify contrast entry into the duodenum.2

In place of customary stent sets at our centre, we have employed standard, universally accessible open-ended ureteral catheters
(used as “pushers”), jagwires and pancreatic or biliary stents with similar procedural success (Image 1). When using these
stents, only one thick radio-opaque marker is present and visualised just distal to the ampulla when correctly positioned (Image
2).

We also devised a theatre room layout (Image 3) which positions the laparoscopic tower, C-arm and X-Ray screen optimally to
maximise space, minimise unnecessary movement of the primary operator and radiographer and facilitate concurrent
visualisation of both laparoscopic instruments and the intra-abdominal plane on X-Ray.

Image 1a, 5Fr ureteral catheter,
used as a“pusher” ,1b 5 Fr 7cm
pancreatic stent and soft tipped
hydrophilic jagwire

Image 3
Operative layout, in which X-Ray
screen and laparoscopic instruments
are concurrently in full view of the
primary operator. The radiographer
also has sufficient space beside the C-
arm for its manipulation as required.

Conclusion
In current or future disaster situations, the supply of optimal surgical equipment may
feasibly by compromised. In the absence of formal endobiliary stenting equipment,
comparable outcomes can be achieved with readily available equipment.
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Image 4
Pancreatic stent in situ, traversing ampulla with distal
end in duodenum

Image 2
Intraoperative cholangiogram confirms
correct CBD stent positioning by (a)
contrast visualisation within duodenum
and (b) thick radio-opaque pancreatic
stent marker distal to ampulla.
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