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One-step versus two-step procedure for management procedures for management of concurrent gall-
bladder and common bile duct stones. Outcomes and cost analysis

BACKGROUND: The management of cholelithiasis and choledocholithiasis combined is controversial. The more frequent
approach is a two-stage procedure, with endoscopic sphincterotomy and stone removal from the bile duct followed by
laparoscopic cholecystectomy. 
This study aims to demonstrate how, on the basis of the personal experience, the Rendez-vous technique, that combines
the two techniques in a single-stage operation is better than the sequential treatment. 
METHODS: Between June 2017 to December 2019, 40 consecutive patients with cholelithiasis and choledocholithiasis
combined were enrolled for the study: 20 were treated with the sequential treatment and 20 with the Rendez-vous
method. The preoperative diagnostic work-up was similar in the two group. The endpoints of the study included inci-
dence of endoscopic and surgical complications, rate of hospitalization and cost analysis.
RESULTS: The study showed no difference in demographic parameters between the two groups, but the success rate of
clearance of CBD was significantly smaller for sequential arm, with the need of additional procedures. We found a sta-
tistical reduction of postoperative acute pancreatitis, hospital stay and charges in Rendez-vous group, at the expense of a
prolonged total operating time.
CONCLUSIONS: The data of the study confirm the superiority of the Rendez-vous technique because it resolves cholelithi-
asis associated with choledocholithiasis in a single surgical act, with greater acceptance of the patient who avoids a sec-
ond invasive surgical act, and with a reduction in complications; moreover, it requires shorter hospitalization, resulting
in reduced costs. We propose this option in the management of cases where preoperative ERCP-ES has failed. 

KEY WORDS: Common bile duct stones, Cholecysto-choledocholithiasis, Endoscopic retrograde cholangiopancre-
atography, Endoscopic sphincterotomy, Laparoscopic cholecystectomy, Laparo-endoscopic Rendez-vous

4%) become symptomatic each year. More than 1 in 10
patients (10%-18%) have concomitant common bile
duct (CBD) stones 1.
Laparoscopic cholecystectomy (LC) is today the gold
standard treatment in the management of cholelithiasis
1,2. However, there is no consensus on the optimal
method of management of concomitant gallstones and
common bile duct stones. 
Before the advent of laparoscopy, the standard treatment
of the cholecysto-choledocholithiasis was open cholecys-
tectomy and intraoperative cholangiography followed by
open common bile duct clearance. With the increasing

Introduction 

About 5%-25% of the adult population have gallstones
that can lead eventually to serious complications such as
cholecystitis and pancreatitis. In fact, some cases (2%-
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use of laparoscopy, the surgical management has changed
and the advent of endoscopic techniques has created a
dilemma in the management of choledocholithiasis, in
fact the treatment of cholecysto-choledocholithiasis has
suffered important changes over the last 25 years 3.
The options for the treatment include open or laparo-
scopic cholecystectomy (LC) with intraoperative CBD
exploration and endoscopic sphincterotomy (ES) per-
formed before, during or after surgery.
In addition, new imaging techniques such as magnetic
resonance cholangiopancreatography (MRCP) and endo-
scopic ultrasound (EUS) offer the opportunity to accu-
rately visualize the biliary system without instrumenta-
tion of the ducts.
For a long time, the approach combining ERCP with
ES before cholecystectomy, has been considered to be
the treatment of choice 4. Endoscopic retrograde cholan-
giopancreatography (ERCP) still remains the gold stan-
dard method of treatment for choledocholithiasis.
However, ERCP may present some disadvantages and
complications, one of which is a failure to cannulate the
ampulla of Vater 5. Moreover, post-ERCP pancreatitis
could result from inadvertent pancreatic cannulation and
contrast injection and remains a risk of interval migra-
tion of additional gallbladder stones before cholecystec-
tomy 6,7. More recently the alternative technique of com-
bined LC with intraoperative ERCP and ES is emerg-
ing in an attempt to manage cholecysto-choledo-
cholithiasis in a single-step procedure.
The combined laparoendoscopic treatment was first
described by Deslandres et al 8 in 1993. However, the
method didn’t encounter wide interest immediately. After
the years, many authors used this approach in their prac-
tice. In 2009, La Greca et al 9 published the first review
of original papers and case reports including a total num-
ber of some 800 patients, describing the results and com-
paring the LERV treatment with the other two main
available treatment options. The overall effectiveness of
the LERV technique was 92.3%. From then on, the
advantages of the LERV approach were outlined by sev-
eral authors.
The aim of this study is to compare one-step and two-
step procedures for management of concurrent gallblad-
der and common bile duct (CBD) stones to evaluate
outcomes and cost analysis.

Patients and Methods

A retrospective study was conducted in our Institution
from June 2017 to December 2019 and it enrolled forty
consecutive patients who had received either the one-
step or two-step procedural pathway for cholecysto-chole-
docholithiasis.
They were separated in two groups of 20 each. In group
A patients were treated with two stage management, first
by preoperative endoscopic retrograde cholangiopancre-

atography (ERCP) and sphincterotomy (ES) and second
by LC. In group B patients were treated with one stage
management of by Laparoendoscopic Rendez-vous tech-
nique (LERV technique).
All patients with symptomatic cholelithiasis (or acute
cholecystitis) and suspected CBD stones admitted to our
Institution were underwent firstly biochemical and
abdominal ultrasound exams, that are used routinely to
confirm the diagnosis.
Liver function tests (LFT) can be used to predict CBD
stones. Elevated serum bilirubin and alkaline phosphatase
typically reflect biliary obstruction but these are neither
highly sensitive nor specific for CBD stones. Excepting
obvious jaundice, a raised GGT level has been suggest-
ed to be the most sensitive and specific indicator of CBD
stones. A value of greater than 90 U/L has been pro-
posed to indicate a high risk of choledocholithiasis 10.
The transabdominal ultrasound examination (US) is the
most commonly used diagnostic radiologic exam. It has
the advantages of being widely available, non-invasive,
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A                           B

Fig. 1: A) Magnetic resonance cholangiopancreatography (MRCP) of
a patient of group. B) evidence the common bile duct stone
(Department of General Surgery, Ospedali Riuniti, Foggia).

Fig. 2: Set-up of operating room for a Rendez-vous technique
(Department of General Surgery, Ospedali Riuniti, Foggia).
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and inexpensive. For an ultrasound diagnosis of chole-
cystitis, it is necessary visualize gallbladder stones asso-
ciated to a wall thickening, a pericholecystic fluid, and
a Murphy’s sign. 
The ultrasound exam should routinely report indirect
information suggestive of the presence or absence of
CBD stones, specifically the CBD diameter or any signs
of intrahepatic bile duct dilation. A CBD diameter of
greater than 10 mm is associated with a higher preva-
lence of choledocholithiasis.
All patients in the study, because they had changes in
biochemical tests or indirect signs of cholelithiasis on
ultrasound, or both at the same time, were subjected to
MRCP, the preoperative procedure of choice for the
detection of CBD stones and for the study of biliary
anatomy (Fig. 1).
In all our cases their preoperative MRCP examination
showed evident stones in the CBD. 
Concerning preoperative demographics parameters, the
two groups were similar (Table I). The group A con-
sisted of 13 female and 7 male patients with a median
age of 64 years (range 45-85). The group B consisted
of 14 female and 6 male patients with a median age of
58 years (range 30-80). In the two groups the mean val-
ue of liver enzymes was similar, such as BMI and ASA
score.

All patients of group A underwent Two-step procedures
that consisted of a preoperative ERCP + ES followed by
laparoscopic cholecystectomy.
ERCP uses a flexible endoscope with lateral vision, that
is introduced trans-orally until the second part of the
duodenum with the goal of accessing the papilla of Vater.
The endoscopist injects contrast dyes through the papil-
la into the ducts and takes X-rays to show lesions such
as stones or strictures. Some of these can be treated right
away with other instruments passed through the endo-
scope. Sphincterotomy consists in a small cut in the
papilla of Vater with monopolar electrode to enlarge the
opening of the bile duct in order to improve the drainage
or to remove stones in ducts using a basket or balloon
catheter.
Laparoscopic cholecystectomy is done according to the
standard procedure 11.
All patients of group B underwent single step procedure
that consisted in Rendez-vous technique, a combined
laparoscopic and endoscopic approach to common bile
duct stones treatment (Fig. 2).
The denomination Rendez-vous was adopted in order to
describe the technical phase in which the surgeon and
the endoscopist met one other at the level of the duo-
denum.
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Table I - Patients’ demographic and pathological data.

Patients’ demographic and pathological data Group A
(n = 20)

Group B
(n = 20)

p

Male/Female 7/13 6/14 -

Age (years)
Mean ± SD
Median
Range

62,52 ± 11,60
64
(45-85)

56,62 ± 11,4 
58
(30-80)

0,12

Total bilirubin (normal value, 0.2-1.2 mg/dL)
Mean ± SD
Median
Range

7,02 ± 3,44
6,5
 (3-14)

8,1 ± 2,91
8
 (4-13)

0,29

GT (normal value, 10-55 U/L) 
Mean ± SD
Median
Range

300,19 ± 155,83
275
 (100-600)

339,28 ± 124,13
325
(200-550)

0,38

Alkaline Phosphatase (normal value,30-120U/L)
Mean ± SD
Median
Range

159,16 ± 21,75
157,5
(130-200)

172 ± 30,4
162,5
(140-250)

0,13

BMI  
Mean ± SD
Median
Range

23,8 ± 3,3 
23,5
(19 - 28)

23,2 ± 1,8
23 
(21-26) 

0,51

ASA score
I
II
III

4/20
14/20
2/20

4/20
15/20
1/20

-

GT: Gamma glutamyl transpeptidase; BMI: Body Mass Index; ASA: American Society of Anesthesiologists
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The technique consists of an anterograde transcystic can-
nulation of the bile duct during laparoscopic cholecys-
tectomy, with a guidewire that can be retrieved with a
duodenoscope, thus facilitating retrograde bile duct can-
nulation. 
In our study, indications for the rendezvous technique
in patients with cholecysto-choledocholithiasis are: 
– choledochal stones with a diameter not exceeding 10 mm;
– suspected choledochal stones in patient with uncertain
diagnosis;
– high risk patients if subjected to sedation for ERCP;
– failure of a previous ERCP.

In addition to this, it’s need to consider that female
patients with young age and thin bile duct have a high
risk of acute post-ERCP pancreatitis; these patients
should be referred primarily to the Rendez-vous.
The patient was placed in the supine position. A laparo-
scopic cholecystectomy was started with the ligation of
the cystic artery, and then a small incision was made in
the cystic duct. 
All procedures included intraoperative cholangiography
through a small incision of the cystic duct to check for
CBD stones and to delineate bile duct anatomy.
The guidewire was introduced in the cystic duct from
an ulterior trocar. It was then advanced through the
ampulla of Vater from the CBD into the duodenum
and an atraumatic laparoscopic bowel clamp is positioned

on the first jejunal loop to reduce bowel distension.
Then, after the endoscope was inserted by the endo-
scopist from the mouth to the duodenum, the guidewire
was identified and this can a facilitated intraoperative
sphincterotomy, followed by CBD toilette, stone removal
by a balloon. 
At the end of the endoscopic biliary tract toilette, final
cholangiography was performed and the endoscope was
removed.
The procedure is then completed by cholecystectomy in
one procedure; the cystic duct was clamped and cut, the
gallbladder was removed, an abdominal tube was placed
and the laparoscopic cholecystectomy procedure con-
cluded.
The postoperative management was similar in the two
groups, with the removal of the abdominal tube and a
liquid diet in I postoperative day, and daily blood tests.
In order to compare one-step and two-step procedures
for management of concurrent gallbladder and CBD
stones, we decided the endpoints of our study:
– Incidence of endoscopic and surgical complications in
two Groups. 
– Rate of hospitalization. In the study the “Hospital
stay” starts from the diagnosis of choledocholithiasis.
– Cost analysis. The costs must be evaluated by con-
sidering the total days of hospitalization, the cost of
instrumental and blood tests, the cost of additional pro-
cedures such as ERCP and SE. 
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Table II - Perioperative Outcomes.

Group A
Two-step patients n 20

Group B
One-step patients n 20

p

Total operative time (min)  
Mean ± SD
Median
Range

80,85 ± 17,73
85
(50-105)

93,80 ± 16,34
95
 (65-120)

0,02

Success Rate n. (%) 14/20  (70%) 19/20 (95%) 0,03

CBD Clearance Rate n. (%)                          14/20  (70%) 20/20 (100%) 0,0079

Additional procedures n. (%) 

Additional ERCP
Rendez-vous
Choledochotomy, T-Tube Drainage

6/20 (30%)

3 (50%)
1 (16,6%)
2 (33,4%)

0/20 0,03

Complications n. (%)

Bleeding n. (%)
Postoperative Pancreatitis n.  (%)

 7/20 (35%)

    2/20 (10%)
    5/20 (25%)

1/20 (5%)

    1/20 (5%)
    0/20

0.0177

0,54
0,0168

Hospital Stay (days)
[from the diagnosis of choledocholithiasis]
Mean ± SD
Median
Range

16,71 ± 5,2
16
(11-25)

5,61 ± 1,35
5
(4-8)

0,00001

Hospital Charges (Euro)
Mean ± SD
Median
Range

5226,2 ± 471,6
5150
(4600-6000) 

3821,46 ± 850,9
3550
 (2800-5300) 

0,00001
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STATISTICAL ANALYSIS

Continuous variables were analyzed using the Student-t-
test. The results are reported as mean, median, standard
deviation, and range. Categorical data were compared
using the chi-squared test. Data are expressed as raw
numbers (%) or median values (range). A p-value less
than 0.05 was considered significant.

Results

Table II summarize our findings regarding the periop-
erative outcomes (Table II). 
The group A had a mean Total Operative Time of 80,85
± 17,73 min (Median 85, Range 50-105), and the group
B had a mean Operative Time of 93,80 ± 16,34 min
(Median 95, Range 65-120; p-value <0,05). 
In Group A, the mean time of the endoscopic proce-
dure (ERCP, SE) was of 40 min (range, 30-60); while
the mean operative time of VLC was of 45 min (range,
20-45).
The study reports a success rate of the procedures of
70% in Group A (two step), and of 95% in Group B
(one step); this difference is statistically significant 
(p-value <0,05).
In Group A, in 6 patients (30%), there was a failure of
complete duct clearance with preoperative ERCP and
ES: because of inability to cannulate the papilla (in 1
patient for the presence of duodenal diverticula). 
For these reasons, these 6 patients underwent addition-
al procedures:
– in 3 patients (50%) a second ERCP was necessary to
complete the clearance of CBD;
– in 1 case (16,6%) VLC and laparo-endoscopic ren-
dezvous was preferred to reach the clearance of the CBD;
– in 2 cases (33,4%), the patients underwent laparo-
tomic cholecystectomy with choledochotomy and toilette
of the CBD with T-Tube drainage (because of previous
abdominal surgery).

In 19 patients of group B (95%), it was possible to can-
nulate the cystic duct with the guidewire during LERV
technique, while in 1 patient the cystic duct wasn’t can-
nulated because of inflammation reaction and so an
intraoperative ERCP was performed with sphincteroto-
my, without the guidewire. Successful duct clearance in
group B was tested to 100%.
In our study, there were no deaths, no readmissions and
nor long-term complications.
We reported 20% of total morbidity (8/40) of short-
term complications: 7 cases in Group A (35%) and only
1 in Group B (5%) (p-value= 0,01). In Group A there
were 2 bleedings and 5 postoperative acute pancreatitis,
all treated medically. In Group B there was no intra-
operative occurrences, nor postoperative pancreatitis.
Only one patient (5%) presented postoperative bleeding,

resolved with medical therapy. The difference of cases of
postoperative acute pancreatitis between the two groups
was statistically significant (p-value= 0,01)
In our study, all the patients that underwent LERV tech-
nique tolerated very well this procedure; in none case
the conversion to open procedure was necessary; return
of intestinal peristaltic activity was noted in all patients
within 24 hours.
The mean hospital stay from the diagnosis of choledo-
cholithiasis was 16 days (range, 11-25 days) in Group
A and 5 days (range 4-8 days) in Group B (p-value
<0,05).
This significant difference was due to the necessary to
face the failure cases with additional procedures and to
treat the postoperative complications. 
This resulted in a significant reduction (p-value <0,05)
in hospital charges in the two groups: the mean total
hospital charge in the one-step group was 3550 Euro
(range 2800-5300) and 5150 Euro (range 4600-6000)
in the two-step group.

Discussion

Cholecysto-choledocolithiasis involves the concomitant
presence of stones in both the gallbladder and the com-
mon bile duct. The majority of people affected by gall-
bladder stones are unaware of their presence, and over a
10-year period of follow-up, only up to 25% of initially
asymptomatic individuals will develop biliary colic.
On the contrary, little is known about the natural his-
tory of common bile duct stones, but it is estimated
that about half of asymptomatic common bile duct
stones, discovered accidentally at intraoperative cholan-
giography, will spontaneously pass the papilla of Vater
within six weeks.
Nevertheless, because retained stones may lead to pain,
partial or complete biliary obstruction, cholangitis, hepat-
ic abscess, and pancreatitis, their removal is warranted.
Before the advent of laparoscopy, open cholecystectomy
and intraoperative cholangiography, followed by open
common bile duct exploration, were the standard of care
for common bile duct stones removal during cholecys-
tectomy for cholelithiasis 14.
With the increasing use of laparoscopy since the early
1990s, the surgical management acquired a variety of
strategies 15.
Laparoscopic cholecystectomy is today the gold standard
treatment in the management of cholelithiasis and
Endoscopic retrograde cholangiopancreatography (ERCP)
still remains the treatment of choice for choledo-
cholithiasis 16.
To preserve the minimal invasive concept of manage-
ment, a number of options have been proposed, includ-
ing two and single step management. Thus, the thera-
peutic approaches today vary, depending on availability
experience and expertise and include open or laparo-
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scopic CBD exploration, various combinations of LC and
ERCP and combined laparo-endosopic procedures.
Nevertheless, there is no consensus on the optimal method
of treatment of concomitant gallstones and common bile
duct stones, which ideal management is still a matter of
debate 17.
The most used procedure is represented by preoperative
ERCP and endoscopic sphincterotomy followed by chole-
cystectomy (sequential two-stage intervention) 4-18.
In our study successful of preoperative ERCP can be pos-
sible in 70% of patients, but in the majority of patients,
and in skilled hands, duct clearance can be achieved in
over 90% of patients as showed from data of Literature19,20.
The following cholecystectomy is generally performed
laparoscopically, if not contraindicated, as in our study.
The optimal timing of surgery is controversial 21.
In the case of incomplete clearing of the common bile
duct, a common bile duct exploration may be performed
during the same laparoscopic intervention.
The laparoscopic-endoscopic rendezvous technique was
developed to facilitate bile duct cannulation during endo-
scopic sphincterotomy, and reduce the risk of failed endo-
scopic common bile duct clearance, and clinical post-oper-
ative pancreatitis due to inadvertent pancreatic duct can-
nulation. 
Our study reports the feasibility of LERV, as well as sev-
eral retrospective and prospective patient series 22 with a
success rate of 95% in clearance of BCD and a low rate
of morbidity of 5%.
The majority of endoscopists consider LERV technique eas-
ier to do than standard ERCP 15.
In fact, performing LC and ERCP at the same time allows
to optimize the therapeutic strategy, increasing comfort of
the patients who undergo a single minimal-invasive oper-
ation under general anesthesia 23-24, using the same fluo-
roscope as used for the laparoscopic cholecystectomy.
The presence of an experienced biliary endoscopist among
our surgical staff facilitates the performance of Rendez-
Vous in the present series, reducing organization problems
and technical problems also related to the supine position.
Moreover, our data demonstrates that LERV technique is
superior to sequential ERCP and LC in the management
of CCL in terms of occurrence of acute pancreatitis, length
of hospital stay, and costs.
The major complication of ERCP is acute pancreatitis, this
is due to the inadvertent cannulation of the pancreatic
duct. During the LERV technique, the use guide-wire
avoids the risk of cannulation of the pancreatic duct and
reduces the rate of pancreatic complications. 
The intraoperative ERCP of Rendez-vous allows the selec-
tive cannulation of the bile duct, preventing Wirsung
opacification using contrast agent, damage and manipula-
tion of the papilla and the use of risky techniques to access
the papilla, such as precut sphincterotomies.
In our series we report no cases of postoperative acute
pancreatitis in LERV Group with a significant difference
with the two-step Group (p= 0,0168).

LERV technique has been associated with shorter hospital
stay, when compared with preoperative endoscopic sphinc-
terotomy in several study of Literature 25, as well in our
study with the reduction of hospital stay from a median
of 16 days of Group A to a median of 5 days in Group
B (p-value <0,05).
Moreover, our study suggests that laparoendoscopic ren-
dezvous is preferable to sequential treatment also in terms
of lower cost accrued not only by a shorter hospital stay,
but by another economic advantage of a single step treat-
ment that is the option to perform intraoperative cholan-
giography in patients with equivocal suspicion of CBD
stones, potentially eliminating the need for additional pro-
cedures and limiting the rate of postoperative acute pan-
creatitis and their medical therapy.
From a health economics point of view, trials and meta-
analyses demonstrated lower costs in the one stage tech-
nique than in the sequential method 26.
In Belgium, a non-randomized trial reported that total hos-
pital costs were significantly less after one-stage manage-
ment (2636 vs. 4608 Euro in the two-stage arm) 27, such
as our statistically significant results (3550 vs. 5150 Euro
in the sequential arm; p-value <0.05). 
All the endpoints of our study are confirmed by the data,
with a reduction of morbidity, hospital stay and hospital
charges in the group of Rendez-vous procedure. Despite
its advantages, several limitations need to be mentioned. 
People with a history of total or partial gastric resection
are unlikely to be suitable for either a LERV procedure
or for standard ERCP 28. Other limitations are giant
impacted stones, Mirizzi syndrome and preampullary diver-
ticula 29-30. In fact, only selected patients can be enrolled
to Rendez-Vous on the basis of the criteria set out above.
The procedure requires a specialized ERCP team, and in
our study it takes about 40 minutes longer than laparo-
scopic cholecystectomy to perform, in comparison with the
60 minutes reported by Saccomani et al. 16, 31.
Laparoendoscopic rendezvous is an attractive alternative for
the treatment of patients with cholecysto-choledocholithi-
asis. The current evidence in favor of the LERV is promis-
ing and demonstrates the main advantages in regard to
shorter hospital stay and selective cannulation of the CBD.
The concept of the RV technique contributes in avoiding
the main mechanisms of iatrogenic pancreatic damage,
leading in lower incidence of post-ERCP pancreatitis.
LERV requires basic laparoscopic equipment and skills; The
only additional laparoscopic skill is the ability to perform
an intraoperative cholangiogram, however, at an extra cost
of increased operating time 32. Despite the general improve-
ment of skills in the last years, LERV is still considered
as the least invasive approach for the treatment of chole-
cysto-choledocholithiasis 33. However, the availability of the
LERV nowadays is limited in most hospital centers, where
the choice of the best approach for the treatment of
patients with CBD stones is based on the institutional
availability and expertise of their surgical and endoscopy
teams. It seems that the lack of cooperation between the
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two teams, still does not facilitate the diffusion of the
LERV procedure.
So, general organization, technical problems and the avail-
ability of a skilled endoscopist and the specific material in
the same operating theater of the LC have discouraged the
diffusion of this combined approach.
Nevertheless, we conclude that the LERV procedure is a
safe and effective treatment option for the management of
concomitant cholecystocholedocholithiasis, because of asso-
ciated with significantly lower postoperative complications,
shorter hospital stay, and lower medical costs.

Conclusions

The result of the present study suggest that LERV could
be a safe and effective alternative strategy for patients
with cholecysto-choledocholithiasis. In fact, it is associ-
ated with a higher success rate, a shorter hospital stay,
and less cost compared with sequential therapy, ERCP
+ ES and LC.
One of the advantages of the LERV technique is the
elective CBD cannulation and contrast injection through
the CBD, that reduces the possibility of post procedur-
al pancreatitis. 
To all these factors our study adds another important
reason to support the use of a LERV technique of chole-
cystis-choledocholithiasis, that is our use in all cases
where preoperative ERCP-ES has failed. 
These results promote the use of the laparoscopic ren-
dezvous technique, that improves clinical and economi-
cal outcomes and reduces patient discomfort.
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Riassunto

Diversi studi hanno dimostrato la superiorità della tec-
nica LERV rispetto alla strategia sequenziale nel man-
agement della calcolosi colecisto-coledocica in termini di
riduzione delle complicanze postoperatorie, della degen-
za ospedaliera e dei costi complessivi. 
Tali risultati sono talmente promettenti che ci hanno
spinto ad adottare la medesima tecnica nel nostro
Istituto. Con uno studio retrospettivo abbiamo arruola-
to, tra Giugno 2017 e Dicembre 2019, 40 pazienti con-
secutivi affetti da calcolosi colecisto-coledocica; 20 del
Gruppo A sono stati trattati con la strategia sequenziale,
ERCP e SE seguite da colecistectomia laparoscopica, 20
del gruppo B sono stati trattati con la strategia One-
Step, il Rendez-Vous Laparoendoscopico, con il quale in

un solo atto chirurgico viene bonificata endoscopica-
mente la via biliare principale ed eseguito l’intervento di
colecistectomia laparoscopica. I risultati così ottenuti han-
no dimostrato tutti gli endpoints prefissati. Si è ottenu-
ta una netta riduzione delle pancreatiti postoperatorie nel
gruppo LERV, come dimostrazione del suo massimo van-
taggio, ovvero un’annullazione selettiva della via biliare
principale, lasciando integro ed illeso il Wirsung.
Ciò associato alla possibilità di unire le due procedure
in un unico solo atto chirurgico ha ridotto in maniera
significativa la degenza ospedaliera, con conseguente
riduzione anche dei costi. 
Rispetto alla classica tecnica sequenziale, quella LERV si
avvale di un tasso di successo molto più alto nella clear-
ance della via biliare, eliminando anche l’utilizzo di pro-
cedure aggiuntive che andrebbero a gravare sulla degen-
za complessiva e sui costi. 
Chiaramente il Rendez-vous ha delle chiare indicazioni, e
va suggerito solo in pazienti selezionati; laddove sussistano
i requisiti essenziali quali un endoscopista esperto e la pos-
sibilità logistica ed organizzativa di poter organizzare
entrambe le procedure nella stessa sala operatoria. 
Queste limitazioni non ne hanno favorito la diffusione
nonostante i risultati incoraggianti prodotti da numerosi
Trials e meta-analisi. Le prove attuali sull’uso di questa
tecnica presentate in questo articolo sono promettenti e
dimostrano i principali vantaggi della procedura rispetto
alla classica strategia sequenziale. 
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