International Journal of Gastroenterology
2017; 1(1): 9-11
http://www.sciencepublishinggroup.com/j/ijg
doi: 10.11648/j.ijg.20170101.16

Case Report

Surgical Clip Migration Following Laproscopic
Cholecystectomy as a Cause of CBD Stone
Waseem Raja*, Sunil K. Mathai, Benoy Sebastian, Ashfaq Ahmad, Shiraz Salim Khan,
Mary George
Department of Gastroenterology, Medical Trust Hospital, Kochi, India

Email address:
*

Corresponding author

To cite this article:
Waseem Raja, Sunil K. Mathai, Benoy Sebastian, Ashfaq Ahmad, Shiraz Salim Khan, Mary George. Surgical Clip Migration Following
Laproscopic Cholecystectomyas a cause of CBD Stone. International Journal of Gastroenterology. Vol. 1, No. 1, 2017, pp. 9-11.
doi: 10.11648/j.ijg.20170101.16
Received: January 3, 2017; Accepted: May 17, 2017; Published: July 10, 2017

Abstract: Foreign bodies in the common bile duct (CBD) are either iatrogenic or accidental. Increasing number of biliary
interventional procedures both surgical and endoscopic are responsible for iatrogenic foreign bodies in the CBD. Here we report
an unusual case of 59 year old female who presented with upper abdominal pain, jaundice and altered LFT with significant past
history of laproscopic cholecystectomy. Endoscopic ultrasound revealed a linear hyper-echoic lesion with acoustic shadowing in
the distal CBD, suggestive of a stone with central hyperechoic nidus, which was later confirmed by ERCP and removed by
Dormia basket. The stone was crushed and two surgical clips were isolated fron the stone.
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1. Introduction
Despite increasing number of cases of laparoscopic
cholecystectomy, choledocholithiasis due to surgical clip
migration into the common bile duct (CBD) is a rare
phenomenon. We report a case that underwent laparoscopic
cholecystectomy and presented with choledocolethiasis due to
postsurgical clip migration.
Case History: - A 59 year old female known Diabetic on
oral hypoglycemic medications, presented with upper
abdominal pain, jaundice, yellow discolouration of urine since
three days, with significant past history of laproscopic
cholecystectomy twenty years ago in 1996. Baseline
investigations showed altered LFT (Total bilirubin 3.5, Direct
Bilirubin 2.3, SGOT 208, SGPT 206, ALP 345 U/L, Total
Protein 7.3, Albumin 3.4, INR 0.86 ). Complete blood counts,

Serum Amylase & Lipase within normal limits, USG
abdomen post cholecystectomy status only, Endoscopic
ultrasound (EUS ) revealed a linear lesions with post acoustic
shadowing in distal CBD suggestive of a stone with central
hyperechoic nidus (Fig 1),. Endoscopic retrograde cholangiopancreatography (ERCP) showed dilated bile duct, no bile
leakage from the cystic duct, and the metallic clips were found
embedded in a stone located in the distal part of the common
bile duct (figure 2). The stone was removed using a Dormia
basket following an endoscopic sphincterotomy (Fig. 3). Later
the stone was crushed and two surgical clips were isolated
from the stone (Fig. 4). At three months follow-up, the patient
was asymptomatic with absolutely normal Liver function test.
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Figures 1. Endoscopic ultrasound (EUS) image showing hyper-echoic linear
strips casting acoustic shadow in distal CBD.

Figure 4. Metallic surgical clips specimen.

2. Discussion

Figure 2. Cholangiogram showing metallicsurgical clips in distal CBD.

Figure 3. Cholangiogram showing retrivel of metallic clips from distal CBD
by Dormia basket.

Although a rare complication of laparoscopic
cholecystectomy, surgical clip migration is a well
documented event Most of the published reports were
originated from the three major continents (North America,
Europe, and Asia), reflecting the large number of
cholecystectomies performed in these regions. The number
of reported postcholecystectomy clip migration (PCCM) in
the literature peaked in the period of 1994–1998 and this
correlated with the introduction of laproscopic
cholecystectomy (LC). This also correlated with higher
complication rates of LC reported during the initial period
and was attributed to the learning curve for this procedure. [1]
As LC became the standard management of gallstones
disease coupled with better training programs, complication
rates of LC declined. This probably accounted for the
subsequent decline in the number of cases reported. There
were only 13 cases reported in 12 publications in the last
5-year period (2004–2008). [2-5] with several case reports
published. Choledocholithiasis due to surgical clip migration
into the CBD has been recognized since 1979 and was first
reported in 1992 after laparoscopic procedure. [6, 7] Despite
the increasing number of cases of laparoscopic
cholecystectomy, extensive literature review revealed less
than 100 cases of post-cholecystectomy surgical clip
migration.
The mechanism by which surgical clip migration takes
place is unclear but is thought to be partly affected by
technical factors such as correct placement and use of
minimal numbers of clips [8]. A proposed mechanism of clip
migration by Kitamura et al. [9] initially involves the
compression of the clipped cystic duct by the liver. The
cystic duct and clips then become inverted into the lumen of
the common bile duct. Over time, this structure becomes
necrotic, and the clips fall away into the common bile duct
where they can then act as a nidus for gallstone formation.
The number of clips used during the initial surgery is also an
important factor. The use of more than four clips had been
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shown to be associated with clip migrations [10]. However,
other factors that have been incriminated including local bile
duct–associated factors such as short cystic duct (CD) stump
after cholecystectomy, CD ischemic necrosis and infective
complications resulting in necrosis and weakening of the CD
stump.
The time scale for this pathophysiological process can
vary. Indeed, the time period between cholecystectomy and
development of complications has been reported by Chong
et al. [11] to be anything from 11 days to 20 years with a
median of 26 months. Our patient presented 20 years after
laproscopic cholecystectomy, which to my knowledge is
the first case reported in the searched literature. The most
common diagnoses at presentation are obstructive jaundice
(37.7%), cholangitis (27.5%), biliary colic (18.8%) and
acute pancreatitis (8.7%) [11]. The majority of cases are
treated successfully with ERCP (77%) or surgery (20.2%)
[11].
In order to avoid Post-cholecystectomy clip migrations,
all the above discussed factors need to be considered and
avoided. Ideally, only two clips should be left behind after
cholecystectomy. Others have advocated to the use of
absorbable clips. However, PCCM have also been reported
where absorbable clips had been used. [12]. Clipless
cholecystectomy using ultrasound activated harmonic
scalpel may be an option. It has been shown to be effective,
efficient, and a safe alternative for dissection and
hemostasis. [13] In addition, harmonic scalpel has also
been shown to be associated with fewer complications
(mild or major bile leaks and gallbladder perforation) and
shorter operation time. Its use in acute cholecystitis has also
shown to be safe. [14]

3. Conclusion
Although a rare complication of laparoscopic
cholecystectomy, surgical clip migration is a well-documented
event with several case reports published. Our case shows that
in case of recurrence of symptoms following cholecystectomy,
clip migration should be considered in one ofthe differential
diagnosis.
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