
Letters to the Editor

July 18, 1985

Dear Editor:

The paper by Hauer-Jensen et al.' has again raised some in-
teresting questions on the current management ofcholelithiasis.
Isn't it time all patients undergoing cholecystectomy have a pre-
operative endoscopic retrograde cholangiography? Ifthere is ev-
idence of choledocholithiasis, an endoscopic sphincterotomy
should be performed, and the patient referred for elective cho-
lecystectomy. This will drastically reduce the need for surgical
exploration of the common bile duct and we hope improve the
associated morbidity and mortality. Unfortunately, this has yet
to be confirmed in controlled clinical trials.

Until such time, however, peroperative cholangiography (PC)
must be recommended for all patients undergoing cholecystec-
tomy. It is one of the most sensitive tests for detecting chole-
docholithiasis.2 Apart from its well-publicized advantages, it is
useful in detecting unsuspected stones.3 In their series,' 2% of
the patients without any positive criteria had choledocholithiasis.

latrogenic damage is the most frequent cause of benign bile
duct strictures, and over 90% of such injuries follow cholecys-
tectomy.4 In a series of 78 patients with postcholecystectomy
biliary strictures,5 over 70% did not have PC. It is important to
define the biliary anatomy in all patients undergoing cholecys-
tectomy, and PC offers a safe and easy method ofachieving this.

There is everything to gain and very little to lose with routine
use of PC. Even in the high risk patient, there are very few in-
stances where PC is contraindicated on the grounds that it may
significantly increase the time spent under anesthesia. Routine
use of PC is strongly recommended.

J. DERODRA, M.B.B.S., F.R.C.S.
Hamilton, Canada
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August 19, 1985

Dear Editor:

As Dr. Derodra states in his letter, endoscopic retrograde
cholangiography (ERC) is doubtless of great value in the pre-
operative diagnosis and treatment ofcommon bile duct calculi.

However, because of the costs and the small, but definite, risk
of complications, we do not think that routine preoperative
ERC in all patients with cholecystolithiasis is justified.

Routine peroperative cholangiography (PC) during cholecys-
tectomy leads to the detection ofa certain number ofunsuspected
common bile duct calculi and may possibly also prevent some
cases ofbile duct injury. However, the occurrence of false-positive
investigations, possible morbidity due to PC,',2 the percentage
of common bile duct calculi that pass spontaneously, and the
relative ease and safety with which retained common bile duct
calculi may be removed endoscopically must also be taken into
consideration.

In our opinion, controlled clinical trials are necessary to de-
termine whether routine PC is advantageous or not. In a pro-
spective, randomized study ofthe consequences ofPC in patients
with no clinical criteria of choledocholithiasis,3 the group of pa-
tients in which PC was omitted fared significantly better than
the group in which PC was performed.

Therefore, we advocate the use of PC only in patients with
suspected bile duct pathology or in order to define biliary anat-
omy when necessary.

MARTIN HAUER-JENSEN, M.D.
Oslo, Norway
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August 8, 1985

Dear Editor:

We read with great interest Dr. Fonkalsrud's article "Endo-
rectal Ileal Pullthrough with Isoperistaltic Ileal Reservoir for Co-
litis and Polyposis." We disagree, however, with the statement
that techniques for removal of the rectal mucosa have become
standardized. The usual technique for mucosal proctectomy re-
quires separation ofthe rectal mucosa and submucosa from the
underlying circular muscle. In patients with severe ulcerative
colitis, this is often difficult to perform and sometimes impossible.
In Dr. Fonkalsrud's own series, four patients with severe ulcer-
ative colitis could not undergo mucosal proctectomy because of
severe mucosal ulceration. Two patients required ultrasonic
fragmentation of the rectal mucosa in order to perform the op-
eration. It is not clear whether these were the same two patients
in whom manual mucosal proctectomy was not initially possible.
Also, Dr. Fonkalsrud states that the length of time required for
standard mucosal proctectomy ranged from 1 to 2'/2 hours de-
pending on the duration and severity of colitis.
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