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Introduction
The removal of large common bile duct stones (CBDS) is 

usually done by endoscopic sphincterotomy (EST) supplemented by 
mechanical lithotripsy (ML) [1]. Previous reports showed that EST 
with ML (EST-ML) had stone clearance rate of 38% to 73.5% [2-6]. 
Endoscopic papillary dilatation using a large balloon (LBD) after EST 
(EST-LBD) for removal of CBDS was first reported in 2003. Since then, 
many randomized control trials showed EST-LBD efficacy of 83 to 
100% [7-23]. 

There was limited study comparing EST-LBD and EST-ML. One 
randomized study [21] compared EST-LBD with EST-ML in CBDS 
removal in 90 patients with 12- 20 mm stone and showed comparable 
stone clearance rate (97.7 vs. 91.1%, P=0.36). Unfortunately, the study 
was terminated prematurely due to a significant higher cholangitis in 
EST-ML. The aim of this study was to compare the efficacy of EST-
LBD and EST-ML for CBDS removal of stone with the transverse 
diameter>15 mm or the stone’s size was disproportionate to the lower 
bile duct segment with a ratio of transverse diameter of stone/lower bile 
duct diameter >50%(SS/DCBD >50%).

Methods
All patients aged>18 years with CBDS from December 2010 to May 

2013 at our institute were enrolled into the study. Inclusion criteria 
were a bile duct stone with a transverse diameter ≥ 15 mm or the stone’s 
size was disproportionate to the lower bile duct segment with a ratio of 
transverse diameter of stone/lower bile duct diameter >50%. Exclusion 
criteria were pregnancy, coagulopathy (international normalized 
ratio ≥ 1.5), platelet count<50,000, concomitant intrahepatic duct 
stones, acute pancreatitis or cholecystitis, surgically altered anatomy, 

pancreatic or biliary malignancy. Patients were randomized to EST-ML 
or EST-LBD group using random number generated by a computer in 
sealed envelopes. The study was approved by the institutional ethics 
committee. Informed consent was obtained in every patient prior to 
the procedure.

Procedures
ERCP was performed using a side view duodenoscope (TJF-160 

R, Olympus Medical Systems Co. Ltd, Tokyo, Japan) under conscious 
sedation according to our protocol [24]. Antibiotic prophylaxis was 
not routinely used. All ERCPs were performed by one of the three 
experienced endoscopists (BO, SA, PS) or by trainees under supervision. 
The number together with the transverse and longitudinal diameters 
of stones, the configuration as well as the diameter of common bile 
duct were determined using the duodenoscope diameter as a reference. 
Sphincterotmy was done using ERBE®(200) with a default Endocut® 
setting to the transverse fold. All the stone removal were done by one of 
the experienced endoscopists. For LBD group, a CRE balloon (Boston 
Scientific Corp., USA) diameter was chosen according to the largest 
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stone size or to the maximum of 20 mm. The balloon dilation was done 
for 60 seconds. 

For the ML group, a 3 × 6 cm Trapezoid® stone retrieval basket 
(Boston scientific Corp., USA) was used. Crushing of the stone was 
done when simple stone extraction failed. The stone were retrieved with 
a basket and/or a retrieval balloon in both groups. When stone removal 
was unsuccessful with the designated treatment, then crossing over to 
the other treatment was done at the discretion of the endoscopist. A 
biliary plastic stent was placed in cases with failure and another ERCP 
would be scheduled at 8-12 weeks to remove the residual stones [25]. 
Procedural time was the time between insertion of the index stone 
retrieval device and the time when final cholangiogram was finished. 

Assessments
Definition of term

Initial stone clearance was the clearance of CBDS without rescue 
therapy (ISC). Overall stone clearance was the clearance of CBDS 
accomplished with initial and rescue therapy (OSC). The primary 
outcome was the OSC rate at the index ERCP in each group. The 
secondary outcomes included procedure time, OSC rate of rescue 
therapy in each group, and complication rate. ERCP complications 
were defined and graded according to the consensus guideline [26]. 
The sedation associated complications were recorded. 

Post ERCP management

Patients were observed for 3 to 4 hours after the procedure. 
Complications were treated as an inpatient basis. Telephone follow up 
to assess complications was obtained on day 1, 3 and 30. For patients 
with OSC, clinical and liver function test were assessed at two and 
twelve weeks respectively. 

Statistical Analysis
Sample size calculation was based on an estimated mean success 

rate of approximately 62% for EST-ML from 5 studies [2-6] and a mean 
success rate of approximately 92% for EST + LBD from 17 studies 
[7-23]. To detect this difference of 30% with the power of 80% and 
alpha=0.05 using the two independent proportions (two-tailed test) 
method and allowing for 5% missing data, the required sample size was 
39 in EST-ML and 35 in EST-LBD.

Statistical analyses were performed with Minitab® 1.5 statistical 
software and statistical release. The quantitative variables were 
presented as mean+standard deviation or median with range as 
appropriate. Qualitative variables were presented as the percentage 
or number or proportion. Categorical data were compared using 
Chi-square test or Fisher’s exact test, where appropriate and the 
comparison of continuous data were analyzed using Student’s t test. 
Logistic regression was performed to identify variables independently 
associated with success. A p-value of<0.05 was considered as statistical 
significant. 

Results
Ninety patients were enrolled from December 2010 to May 2013. 

Five were excluded, 2 with bile duct stricture, 1 with failure of biliary 
cannulation, 1 with concomitant intrahepatic bile duct stone and 
uncooperative. Eighty five (47 female and 38 male) were randomized, 
41 to EST-ML and 44 to EST-LBD.

The baseline characteristics, distribution of various stone size, 
mean stone size, number of stones, stones shape, number of patients 

with SS/DCBD or mean CBD size between the 2 groups were similar 
(Tables 1 and 2).

Outcomes

The ISC was similar between the two groups, 29/44 (65.91%) in 
EST-LBD and 27/41 (65.85%) in EST-ML, (Chi-square p=1.000). Nine 
of the 15 in the EST-LBD group and 14 of the 14 in the EST-ML group 
with failed stone removal were crossed over. OSC rate was significantly 
higher using ML in EST-LBD than using LBD in EST-ML (8/9 (88.9%) 
vs. 6/14 (42.9%), respectively), (Fisher’s exact test, p=0.040). 

The OSC rate for the first ERCP was 37/44 (84.1%) in EST-LBD and 
was higher than 33/41 (80.5%) in EST-ML but the difference was not 
significant (Chi-square, p= 0.663). However, the mean procedure time 
was significantly shorter in the EST-LBD than EST-ML (13.2 vs. 19.3 
min; Student’s t test, p= 0.036) (Table 3).

The ISC rate by stone size

When all patients were categorized as stone > 25 mm group 
and stone ≤ 25 mm group then the ISC rate for stone ≤ 25 mm was 
significantly higher (39/51, 76.5%) for stone >25 mm (17/34, 50%) 
(Chi-square, p= 0.012). In EST-LBD group, the ISC rate for stone 
≤ 25 mm was 21 of 25, (84%) which was significantly higher than 8 
of 19 (42%) for stone > 25 mm, (Chi-square, p=0.003). In EST-ML 
group, the ISC rates for stone ≤ 25 mm and for stone > 25 mm were 
not significantly different (18/26, 69.2% vs. 9/15, 60%, respectively, 

EST-ML N=41 EST-LBD N=44 P-value
Gender, F/M 23/18 24/20 0.886
Mean age, years ± SD 68.7 ± 15.5 66.4 ± 15.2 0.506
Total bilirubin (mg/dl),
mean+SD 2.21+2.20 3.18 + 4.02 0.192

ALP (IU/ml) mean+SD 309 + 209 385 + 358 0.263
Prior sphincterotomy, n (%) 3 (7.32) 4 (9.09) 0.81
Gallstones, n (%) 22 (53.66) 24 (54.54) 0.886
Periampullary diverticulum, n (%) 19 (46.34) 26 (59.09) 0.389
F: Female; M: Male
ALP: Alkaline Phosphatase

Table 1: Patient’s baseline characteristics in EST-ML and EST-LBD groups.

EST-LBD -44 EST-ML -41 P-value
Distribution of Stone by size* 
 stone ≥ 15-<20 mm 12 16 -
 stone ≥ 21-<25 mm 13 10 -
 stone ≥ 25-<30 mm 8 5 -
 stone ≥ 30 mm 11 10 0.66
Mean stone size (mm), mean 
± SD (range)+

25.96 ± 9.80 
(15-56)

24.75 ± 8.30 (15.3-
47.0) 0.536

No. of stones, n ( % )*
1 21 16 -
2 6 12 -
3 13 9 -
4 4 4 0.347
Shape of stone*
 Square 10 12 -
 Non square 34 29 0.491
Discrepancy of stone/CBD, n 
(%)* 12 (27) 7 (17) 0.259

Common bile duct diameter 
(mm), mean ± SD (range)+

22.43 ± 6.20
(15-37.6)

22.36 ± 5.27
(14-36.6) 0.953

*Chi-square, +Student’s t test

Table 2: Characteristics of stones and CBD configuration in EST-ML and EST-LBD 
groups.
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Chi-square, p=0.550). When the ISC rate was compared between the 
treatment group categorized by stone ≤ 25 mm or > 25 mm. For stone 
≤ 25 mm, the ISC rate in EST-LBD was 21/25 (84%) compared with 
18/26 (69.2%) in EST-ML but the difference was insignificant (Chi-
square, p=0.328), moreover, the mean procedure time in EST-LBD 
was similar to that in EST-ML (16.3 ± 13.8 min vs. 19.5 ± 15.7 min, 
respectively, Student t test, p=0.630). For stone > 25 mm, the ISC rate 
in EST-LBD was 8/19 (42.1%) which was lower than 9/15 (60%) in 
EST-ML (statistically not significantly, Chi-square, p=0.300) and the 
procedure time between these two groups were similar (33.14 ± 6.98 vs. 
34.33 ± 0.63 min, Student’s t test p= 0.673).

OSC was achieved in 70/85 (82.4%) patients and all these patients 
were doing well at 12 weeks visit. 

In the remaining 15 (17.6%) with incomplete CBDS clearance, 9 
had CBDS clear with additional ERCP(s), 6 required one session and 1 
each required 2, 3 and 5 sessions. One had spontaneous stone passage. 
Two had incomplete stone clearance despite multiple ERC attempts 
and one patient was referred for surgery and one was lost to follow up, 
2 required surgery due to perforation and 1 was lost to follow up. The 
ultimate overall stone clearance was 80/85 (94.11%).

Factors associated with failure

For the whole group, the mean ± SD diameter of stone in 29 with 

failure was 28.30 ± 11.30 mm which was significantly larger than 23.86 
± 7.36 mm in 56 patients with success (Student’s t test, p= 0.010) and 
multivariate logistic regression analysis showed the transverse diameter 
of stone, SS/DCBD >50% and the number of stones ≥ 3 were significant 
predictors of stone clearance failure (Table 4). In EST-LBD group, 
the stone size in the failure group was significantly larger than in the 
success group (31.22 ± 12.70 mm vs 23.27 ±6.60 mm; Student’s t test, 
p=0.009) with larger CBD size as well as SS/DCBD>50% associated 
with more failure. In EST-ML group, the stone size between the success 
and failure were not significantly different (24.50 ± 8.18 vs. 25.24 ± 8.83 
mm; Student’s t test, p=0.790) but the SS/DCBD >50% was associated 
with failure (Table 5). Multivariate logistic regression analysis of the 
subgroup showed that, in the EST-ML group, the number of stones ≥ 
3 was a significant predictor of failure whereas, in the EST-LBD group, 
the longitudinal diameter of stone, the number of stones > 3 and  SS/
DCBD >50% were significant predictors of failure (Table 6).

Adverse events

The adverse event (AE) rates did not differed significantly between 
the two groups (9/43 (20.5%) in EST-LBD vs. 11/41 (26.8%) in EST-ML, 
(Table 7). Bleeding was the most common complication (4/43 (9.0%) 
in EST-LBD vs. 4/41 (9.7%) in EST-ML, Chi-square, p=0.916). One 
patient in EST-ML group developed mild pancreatitis that responded 
to conservative treatment. Perforation occurred in two patients (2/85, 
2.3%), however, both of these patients had uneventful recovery. 

EST-LBD N=44 EST-ML N=41 P-value
Complete stone removal before 
rescue therapy, n/total (%) 29/44(65.91) 27/41(65.85) 1

Number of patients with crossed 
over treatment, n/total (%) 9/15 (60) 14/14 (100) 0.017

Complete stone removal in 
crossed over Rx,
n/total (%)

8/9 (88.88) 6/14 (42.86) 0.04

Total complete stone removal, 
n (%) 37 (84.09) 33 (80.49) 0.663

Mean procedure time 
(minutes) ± SD 13.26 ± 9.70 19.39 ± 12.41 0.036

Rx: Treatment

Table 3: Outcome of EST-ML and EST-LBD groups.

Variable Level  OR 95% CI  P-value

Method EST-ML
EST-LBD

1 - -
1.57 0.53, 4.70 0.412

Transverse diameter of stones Per mm 0.81 0.71, 0.93 0.001

Discrepancy Of stone/CBD size
No 1 - -
Yes 0.13 0.03, 054 0.003

No. of stone
1 or 2 1 - -

≥ 3 0.24 0.08, 0.71 0.008

Table 4: Multivariate logistic regression analysis of parameters associated with 
failure for the whole group.

EST-LBD EST-ML
Success (29) Failure -15 P-value Success -27 Failure (14) P-value

CBD size, (mm) mean ± SD
(range)

20.93 ± 5.12 25.32 ± 7.22 0.024 21.24 ± 4.72 24.50 ± 5.76 0.06
(15-37.6) (16-36) - (15-37.6) (16-36) -

Longest diameter of stones (mm), mean ± SD
(range)

23.27 ± 6.60 31.22 ± 12.7 0.009 24.50 ± 8.18 25.24 ± 8.83 0.79
(15.4-41.5) (15-56) - (15.4-41.5) (17-45) -

No. of stones
1 or 2 20 7 - 22 6 -
≥ 3 9 8 0.15 5 8 0.012
Discrepancy of stone/CBD sizes 2 10 0 2 5 0.026

Table 5: Stone characteristic between the success and failure groups at first index ERCP before cross over.

Variable Level OR 95%CI P-value
EST-ML
No. of stones

1 or 2 - - -
≥ 3 0.47 0.23, 0.95 0.003

EST-LBD
Longitudinal diameter of stone Per mm 0.84 0.74, 0.95 0.002

Discrepancy of stone/CBD size
No - - -
Yes 0.04 0.03, 0.41 0.003

No. of stones
1 or 2 - - -

≥ 3 0.38 0.16, 0.91 0.004

Table 6: Multivariate logistic regression analysis of parameters associated with 
failure for the EST-ML and EST-LBD groups.

EST-LBD EST-ML P-value
Mild PEP 0 1(2.4) -
Post ERCP bleeding 4 (9.09) 4 (9.76) -
Mild ES bleeding 2 (4.55) 3 (7.32) -
Moderate ES bleeding 2 (4.55) 1 (2.44) -

Perforation 1 (2.27) 1 (2.44) -
Desaturation 0 1 (2.44) -
Any adverse events 9 (20.45) 11 (26.83) 0.489
PEP: Post ERCP Pancreatitis

Table 7: Adverse events in EST-ML and EST-LBD groups (No. of Case (%)).
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Discussion 
In our study, the ISC rates in the first ERCP session were 65.91% 

and 65.85% in EST-LBD and EST-ML, respectively which were much 
lower than another study [12]. This may due to the larger stones 
(ranging from 15-56 mm) in our study whereas the stone size in the 
other study was 12-20 mm [21]. The OSC rate at the first ERCP in both 
groups in our study was not significantly different and was in the range 
of 83%-100% reported in other studies [7-23]. The overall complication 
rates in our study in EST-ML was 26.83% which was slightly higher 
than 20.0% in Stefanidis et al. study [21]. No cholangitis occurred in 
our study in contrast to 13.3% found in the other study despite routine 
antibiotics prophylaxis [21]. However, the complication rates in EST-
ML was not significantly different from EST-LBD in our study. 

EST-LBD required significantly less time than EST-ML and this 
was in accordance to the results of other reports [27,28]. The mean 
stone size of 25.96 in EST-LBD group was larger than the mean of 
12.7-20.8 mm in most of other studies of LBD [7-23]. However, one 
retrospective study in 35 patients with a mean stone size of 26.11 mm, 
which was comparable to our study, with EST-LBD showed a clearance 
rate of 88.6%. 

The stone size associated with more failure reported in other 
studies varied from >15 to 26 mm [8,19,21,22,29-31]. In our study, 
the success rate for stone >25 mm was significantly lower than stone 
≤ 25 mm both for the whole group and EST-LBD group. Stone>25 
mm greatly decreased the success rate of EST-LBD to 42.1% compared 
with 84% in stone ≤ 25 mm. The number of stone ≥ 3 was the only 
significant predictor of failure in EST-ML, whereas, multiple factors, 
namely, stone ≥ 25 mm, SS/DCBD >50% and the number of stone ≥ 
3, were significant predictors of failure in EST-LBD. One major factor 
that contributing to the high failure rate in EST-LBD for stone>25 mm 
was the maximal balloon size was set to 20 mm to minimize the risk of 
perforation [28], which was smaller than the stone size.  

The rescue by using ML in EST-LBD was significantly more 
effective than a rescue by LBD in EST-ML. ML provided an option for 
stone crushing and stone size was the most common factor of failure 
in patients with failed stone removal in EST-LBD, so stone crushing is 
a viable option to deal with the problem. The common cause of failure 
in EST-ML was failed stone capture (data not shown) so the widening 
of ampulla opening by a LBD rescue was not an appropriate option to 
solve the problem [29].  

The AE rates were not significantly different between the two 
groups and were comparable to the prevalence reported in the 
literature. However, perforation occurred in two patients (2/85, 2.3%) 
which was slightly higher than the reported range of 0-1.7% in the 
literature [27,28].

The role of EST in LBD for CBDS removal was debatable [27,28]. 
Partial ES may be preferred if ES was planned to be used [27]. The 
optimal duration of balloon inflation was also not well-established [27].  

In conclusion, EST-LBD is as effective as the EST-ML in the 
management of relatively large bile duct stones, but is less time 
consuming. Stone>25 mm was associated with more failure than stone  
≤ 25 mm in the EST-LBD treatment group. The strategy of EST-LBD 
first for large stone supplemented with ML rescue in case of failure 
seem to be a suitable strategy [30,31].

Conflict of Interest

All authors have no conflicts of interests to declare.

References

1. Hochberger J, Tex S, Maiss J, Hahn EG (2003) Management of difficult 
common bile duct stones. Gastrointest Endosc Clin N Am. 13: 623-634.

2. Cipolletta L, Costamagna G, Bianco MA, Rotondano G, Piscopo R, et al. (1997) 
Endoscopic mechanical lithotripsy of difficult common bile duct stones. Br J 
Surg 84: 1407–1409.

3. Schneider MU, Matek W, Bauer R, Domschke W (1988) Mechanical lithotripsy 
of bile duct stones in 209 patients effect of technical advances. Endoscopy 20: 
248-253.

4. Katsinelos P, Pilpilidis I, Paroutoglou G, Dimiropoulos S, Tsolkas P, et al. 
(2003) Through-the-Scope Mechanical Lithotripsy of Difficult Common Bile 
Duct Stones. Annal gastrology 16: 65-69.

5. Chang WH, Chu CH, Wang TE, Chen MJ, Lin CC (2005) Outcome of simple 
use of mechanical lithotripsy of difficult common bile duct stones. World J 
Gastroenterol 11: 593-596. 

6. Lee SH, Park JK, Yoon WJ, Lee JK, Ryu JK, et al. (2007) How to predict the 
outcome of endoscopic mechanical lithotripsy in patients with large bile duct 
stones? Scand J Gastroenterol. 42: 1006-1010.

7. Ersoz G, Tekesin O, Ozutemiz AO, Gunsar F (2003) Biliary sphincterotomy 
plus dilation with a large balloon for bile duct stones that are difficult to extract. 
Gastrointest Endosc 57: 156-159.

8. Heo JH, Kang DH, Jung HJ, Kwon DS, An JK, et al. (2007) Endoscopic 
sphincterotomy plus large-balloon dilation versus endoscopic sphincterotomy 
for removal of bile-duct stones. Gastrointest Endosc 66: 720-726.

9. Minami A, Hirose S, Nomoto T, Hayakawa S (2007) Small sphincterotomy 
combined with papillary dilation with large balloon permits retrieval of large 
stones without Mechanical lithotripsy. World J Gastroenterol 13: 2179-2182.

10. Espinel J, Pinedo E, Olcoz JL (2007) Large hydrostatic balloon for 
choledocolithiasis. Rev Esp Enferm Dig 99: 33-38.

11. Yoo B, Kim J, JungJaechul J, Hyukchoon J, Kwon H, et al. (2007) Large 
balloon sphincteroplasty along with or without sphincterotomy in patients with 
large extrahepatic bile duct stones - Multi center study[abstract]. Gastrointest 
Endosc 65: AB97. 

12. Kang DH, Heo JH, Lee SY, Kim BS, Kim GH, et al. (2007) Endoscopic 
sphincterotomy plus large balloon dilation versus endoscopic sphincterotomy 
for removal of bile duct stones . GastrointestEndosc 66: 720-726.

13. Park SW, Seo KS, Hong GY, Oh DH (2007) Sphincterotomy plus large balloon 
papillary dilation for large bile duct stones. Gastrointest Endosc 65: AB222. 

14. Cho YD, Jeong SW, Cheon YK, Choi IKS, Kim WJ, et al. (2007) Minor EST with 
EPLBD is a safe treatment modality for removal of difficult bile duct stones in 
patients with Periampullary diverticuli. Gastrointest Endosc. 65: AB220.

15. Maydeo A, Bhandari S (2007) Balloon sphincteroplasty for removing difficult 
bile duct stones. Endoscopy 39: 1023–1025.

16. Cha SW, Choi GY, Go H, Kim AN, Kim TO, et al. (2007) Endoscopic large 
balloon sphincterotomy for removal of large bile duct stones in patients with high 
risk of major endoscopic sphincterotomy related complications. Gastrointest 
Endosc 65: AB220. 

17. Attasaranya S, Cheon YK, Vittal H, Howell DA, Wakelin DE, et al. (2008) Large-
diameter biliary orifice balloon dilation to aid in endoscopic bile duct stone 
removal: A multicenter series. Gastrointest Endosc 67: 1046-1052.

18. Ito Y, Tsujino T, Togawa O, Yamamoto N, Isayama H, et al. (2008) Endoscopic 
papillaryballoon dilation for the management of bile duct stones in patients 85 
years of age and older. Gastrointest Endosc. 68: 477–482. 

19. Kim HG, Cheon YK, Cho YD, Moon JH, Park DH, et al. (2009) Small 
sphincterotomy combined with endoscopic papillary large balloon dilation 
versus sphincterotomy. World J Gastroenterol 15: 4298-4304.

20. Draganov PV, Evans W, Fazel A, Forsmark CE (2009) Large size balloon 
dilatation of Ampulla After biliary sphinctertomy can facilitate endoscopic 
extraction of difficult bile duct stones. J Clinical Gastroenterol. 43: 782-786. 

21. Stefanidis G, Viazis N, Pleskow D, Manolakopoulos S,Theocharis L, et al. 
(2011) Large balloon vs. mechanical lithotripsy for the managementof large bile 
duct stones: A prospective randomized study.Am J Gastroenterol 106: 278-
285. 

22.  Teoh AY, Cheung FK, Hu B, Pan YM, Lai LH, et al. (2013) Randomized 

http://www.giendo.theclinics.com/article/S1052-5157(03)00102-8/pdf
http://www.giendo.theclinics.com/article/S1052-5157(03)00102-8/pdf
https://dx.doi.org/10.1055/s-2007-1018186
https://dx.doi.org/10.1055/s-2007-1018186
https://dx.doi.org/10.1055/s-2007-1018186
https://pdfs.semanticscholar.org/2f96/31e8a7365dee32e3c55dec2bb54dd9155370.pdf
https://pdfs.semanticscholar.org/2f96/31e8a7365dee32e3c55dec2bb54dd9155370.pdf
https://pdfs.semanticscholar.org/2f96/31e8a7365dee32e3c55dec2bb54dd9155370.pdf
https://dx.doi.org/10.3748/wjg.v11.i4.593
https://dx.doi.org/10.3748/wjg.v11.i4.593
https://dx.doi.org/10.3748/wjg.v11.i4.593
https://dx.doi.org/10.1080/00365520701204253
https://dx.doi.org/10.1080/00365520701204253
https://dx.doi.org/10.1080/00365520701204253
https://dx.doi.org/10.1067/mge.2003.52
https://dx.doi.org/10.1067/mge.2003.52
https://dx.doi.org/10.1067/mge.2003.52
https://dx.doi.org/0.1016/j.gie.2007.02.033
https://dx.doi.org/0.1016/j.gie.2007.02.033
https://dx.doi.org/0.1016/j.gie.2007.02.033
https://dx.doi.org/10.3748/wjg.v13.i15.2179
https://dx.doi.org/10.3748/wjg.v13.i15.2179
https://dx.doi.org/10.3748/wjg.v13.i15.2179
https://www.semanticscholar.org/paper/Large-hydrostatic-balloon-for-choledocolithiasis-Espinel-Pinedo/035f1af0cf0e37dacd0f940f8ceeca006b30431b
https://www.semanticscholar.org/paper/Large-hydrostatic-balloon-for-choledocolithiasis-Espinel-Pinedo/035f1af0cf0e37dacd0f940f8ceeca006b30431b
http://dx.doi.org/10.1016/j.gie.2007.03.107
http://dx.doi.org/10.1016/j.gie.2007.03.107
http://dx.doi.org/10.1016/j.gie.2007.03.107
http://dx.doi.org/10.1016/j.gie.2007.03.107
https://dx.doi.org/10.1016/j.gie.2007.02.033
https://dx.doi.org/10.1016/j.gie.2007.02.033
https://dx.doi.org/10.1016/j.gie.2007.02.033
http://dx.doi.org/10.1016/j.gie.2007.03.470
http://dx.doi.org/10.1016/j.gie.2007.03.470
http://dx.doi.org/10.1016/j.gie.2007.03.462
http://dx.doi.org/10.1016/j.gie.2007.03.462
http://dx.doi.org/10.1016/j.gie.2007.03.462
https://dx.doi.org/10.1055/s-2007-966784
https://dx.doi.org/10.1055/s-2007-966784
http://dx.doi.org/10.1016/j.gie.2007.03.463
http://dx.doi.org/10.1016/j.gie.2007.03.463
http://dx.doi.org/10.1016/j.gie.2007.03.463
http://dx.doi.org/10.1016/j.gie.2007.03.463
https://dx.doi.org/10.1016/j.gie.2007.08.047
https://dx.doi.org/10.1016/j.gie.2007.08.047
https://dx.doi.org/10.1016/j.gie.2007.08.047
https://dx.doi.org/10.1016/j.gie.2007.10.066
https://dx.doi.org/10.1016/j.gie.2007.10.066
https://dx.doi.org/10.1016/j.gie.2007.10.066
https://dx.doi.org/10.1097/MCG.0b013e31818f50a2
https://dx.doi.org/10.1097/MCG.0b013e31818f50a2
https://dx.doi.org/10.1097/MCG.0b013e31818f50a2
https://dx.doi.org/10.1038/ajg.2010.421
https://dx.doi.org/10.1038/ajg.2010.421
https://dx.doi.org/10.1038/ajg.2010.421
https://dx.doi.org/10.1038/ajg.2010.421
https://dx.doi.org/10.1053/j.gastro.2012.10.027


Page 5 of 5

Citation: Netinatsunton N, Attasaranya S, Pornpininworak K, Sottisuporn J, Witeerungrot T, et al. (2017) Prospective Controlled Randomized Study 
of Large-Balloon-Dilatation versus Mechanical Lithotripsy for Large Bile Duct Stone. J Hepatol Gastroint Dis 4: 157. doi: 10.4172/2475-
3181.1000157

Volume 4 • Issue 1 • 1000157
J Hepatol Gastroint Dis, an open access journal
ISSN: 2475-3181

trial of endoscopic sphincterotomy with balloon dilation versus endoscopic 
sphincterotomy alone for removal of bile duct stones. Gastroenterology 144: 
341-345.

23. Jun Bo Q, Li Hua X, Tian Min C, Liu Gen G, Yan Mei Y, et al. (2013) Small
endoscopic sphincterotomy plus large-balloon dilation for removal of large
common bile duct stones during ERCP. Pak J Med Sci 29: 907-912.

24. Netinatsunton N, Attasaranya S, Sottisuporn J, Witeerungrot T, Piratvisuth
T, et al. (2014) Efficacy of propofol with midazolam and meperidine versus 
midazolam and meperidine for ERCP by endoscopists with variable experience. 
Journal of GHR 3:1121-1126. 

25. Yang J, Peng JY, Chen W (2012) Endoscopic biliary stenting for irretrievable
common bile duct stones: Indications, advantages, disadvantages, and follow-
up results. Surgeon 10: 211-217.

26. Cotton PB, Lehman G, Vennes J, Geenen JE, Russell RC, et al. (1991)
Endoscopic sphincterotomy complications and their management: An attempt
at consensus. Gastrointest Endosc 37: 383-393.

27. Lai KH, Chan HH, Tsai TJ, Cheng JS, Hsu PI (2015) Reappraisal of endoscopic 
papillary balloon dilation for the management of common bile duct stones.
World J Gastrointest Endosc 7: 77-86.

28. Rouquette O, Bommelaer G, Abergel A, Poincloux L (2014) Large balloon
dilation post endoscopic sphincterotomy in removal of difficult common bile 
duct stones: A literature review. World J Gastroenterol 20: 7760-7766.

29. Kim MK, Kim MH, Lee TY, Oh HC, Kwon SH, et al. (2007) Combined endoscopic 
sphincterotomy and large balloon sphincteroplasty for bile duct stones. Korean 
J Med 73: 474-480.

30. Rosa B, Moutinho Ribeiro P, Rebelo A, Pinto Correia A, Cotter J (2013)
Endoscopic papillary balloon dilation after sphincterotomy for difficult 
choledocholithiasis: A case-controlled study. World J Gastrointest Endosc 5:
211- 218.

31. Itoi T, Itokawa F, Sofuni A, Kurihara T, Tsuchiya T, et al. (2009) Endoscopic
sphincterotomy combined with large balloon dilation can reduce the procedure 
time and fluoroscopy time for removal of large bile duct stones. Am J 
Gastroenterol 104: 560-565.

https://dx.doi.org/10.1053/j.gastro.2012.10.027
https://dx.doi.org/10.1053/j.gastro.2012.10.027
https://dx.doi.org/10.1053/j.gastro.2012.10.027
http://ghrnet.org/index.php/joghr/article/view/739
http://ghrnet.org/index.php/joghr/article/view/739
http://ghrnet.org/index.php/joghr/article/view/739
http://ghrnet.org/index.php/joghr/article/view/739
https://dx.doi.org/10.1016/j.surge.2012.04.003
https://dx.doi.org/10.1016/j.surge.2012.04.003
https://dx.doi.org/10.1016/j.surge.2012.04.003
https://indiana.pure.elsevier.com/en/publications/endoscopic-sphincterotomy-complications-and-their-management-an-a
https://indiana.pure.elsevier.com/en/publications/endoscopic-sphincterotomy-complications-and-their-management-an-a
https://indiana.pure.elsevier.com/en/publications/endoscopic-sphincterotomy-complications-and-their-management-an-a
https://dx.doi.org/10.4253/wjge.v7.i2.77
https://dx.doi.org/10.4253/wjge.v7.i2.77
https://dx.doi.org/10.4253/wjge.v7.i2.77
https://dx.doi.org/10.3748/wjg.v20.i24.7760
https://dx.doi.org/10.3748/wjg.v20.i24.7760
https://dx.doi.org/10.3748/wjg.v20.i24.7760
http://ekjm.org/journal/view.php?number=18271
http://ekjm.org/journal/view.php?number=18271
http://ekjm.org/journal/view.php?number=18271
https://dx.doi.org/10.4253/wjge.v5.i5.211
https://dx.doi.org/10.4253/wjge.v5.i5.211
https://dx.doi.org/10.4253/wjge.v5.i5.211
https://dx.doi.org/10.4253/wjge.v5.i5.211
https://dx.doi.org/10.1038/ajg.2008.67
https://dx.doi.org/10.1038/ajg.2008.67
https://dx.doi.org/10.1038/ajg.2008.67
https://dx.doi.org/10.1038/ajg.2008.67

	Title
	Corresponding author
	Keywords
	Introduction
	Methods
	Procedures
	Assessments
	Definition of term
	Post ERCP management

	Statistical Analysis
	Results
	Outcomes
	The ISC rate by stone size
	Factors associated with failure
	Adverse events

	Discussion 
	Conflict of Interest
	Table 1
	Table 2
	Table 3
	Table 4
	Table 5
	Table 6
	Table 7
	References

