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ABSTRACT Objective: To evaluate whether MRCP can be used as an alternative to T-tube cholangiography after laparoscopic
choledocholithotomy. Methods: The clinical data of 263 patients with choledocholithiasis who underwent laparoscopic
choledocholithotomy combined with choledochoscopy and T-tube drainage from January 2017 to December 2020 were retrospectively
analyzed. 54 cases who MRCP was performed before T-tube removed were defined as MRCP group. 54 continuous selected cases who
T-tube cholangiography was performed before T-tube removed were defined as T-tube cholangiography group. The data of the incidence
of complications, the proportion of hospitalization, the time of extubation, the proportion of antibiotic usage and the related medical costs
were recorded and analyzed. Results: There was no statistical difference in the positive rate, false positive rate and imaging accuracy
between T-tube group and MRCP group in diagnosis of residual common bile duct stones (P>0.05). The incidence of adverse reactions,
the proportion of hospitalization, the time from imaging examination to extubation, the rate of antibiotic usage and the related medical
costs in T-tube group were significantly higher than those in MRCP group, and the differences between the two groups were statistically
significant (P<0.05). Conclusion: MRCP can replace T-tube cholangiography as a diagnostic method before removal of T-tube post
Laparoscopic Choledocholithotomy.
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Table 1 General Clinical Data

T-tube cholangiography MRCP P
Number 54 54
Age (years) 54.1x12.7 49.5+13.1 P>0.05
Sex (male/female) 17/37 20/34 P>0.05
Time of carrying T-tube (days) 22.5+4.2 211423 P>0.05
Time of clamping T-tube (days) 9.6+3.2 9.1+3.4 P>0.05
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Table 2 Analysis of Imaging results

T-tube cholangiography

Positive 3.6%(2/54)

False positive 7.4%(4/54)

False negative 0.0%(0/54)

Imaging accuracy 92.6%(50/54)

MRCP P
1.8%( 1/54) P>0.05
0.0%( 0/54 ) P>0.05
0.0%( 0/54 )

100%( 54/54) P>0.05

Note: if the theoretical frequency is less than 5, the continuity correction x2 test is adopted.
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Table 3 Analysis of treatment methods and related costs

T-tube cholangiography MRCP P
Hospitalization 57.4%(31/54) 16.7%(9/54 ) P<0.05
Time from imaging examination to
22.1% 2.7 6.3+ 34 P<0.05
extubation (hours)
Antibiotic usage 40.7%(22/54) 11.1%( 6/54) P<0.05
Related medical costs (yuan) 756+ 334 578+ 172 P<0.05
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