
Reviewer #1:

This manuscript provides a comparative analysis of ERCP vs. CBDE in

managing bile duct stones. Overall, this study provides valuable insights into

the comparative safety and efficacy of ERCP and CBDE in managing patients

with CBD stones. The results are clearly presented and statistically supported.

However, there are some methodological limitations and a lack of long-term

follow-up which tend to reduce the significance and impact of the study.

There are several areas which needs authors’ attention in order to enhance the

manuscript’s quality. Here are some of my comments and suggestions: -Was

ethical approval obtained prior to conducting this study? It is needed even for

retrospective study. -Authors need to clearly describe how patients were

assigned to ERCP or CBDE. There seems to be a lack of randomization which

introduces potential bias, -The mean size of CBD stone is too large (>3 cm)

even in ERCP group. Did authors not encounter difficulty in using

mechanical lithotripter safely? What was the mean diameter CBD in these

patients? -There is no mentioning of difficult stones, presence of inflammatory

stricture, history of prior interventions, all of these could influence outcomes.

-Authors have mentioned that nasobiliary drainage tube was inserted after

ERCP. Is it a usual practice at your center? How does this practice help us

with? -Complication rates are low in both treatment groups, and hence the

statistical power for these outcomes may be insufficient. Authors may

consider providing confidence intervals. -The study lacks follow-up data on

stone recurrence, which is clinically important for comparing ERCP and

CBDE. Since it is a restrospective study, authors may include some follow-up

data to enhance the quality this study. The discussion appears to focus

heavily on positive aspects for ERCP without discussing much of its

limitations, such as operator dependency, inherent complications, recurrence

risks, etc. A more balanced discussion would improve objectivity. The

limitations of the study should be clearly mentioned in the discussion.

Reply: We sincerely appreciate your thorough review and valuable feedback.



In response to your comments, we have implemented the following

modifications to improve the manuscript:

1. The Methods section has been updated to explicitly state that this study

received formal approval from our institutional ethics review board prior to

commencement.

2. We have enhanced the methodological description to provide a clear

explanation of the patient assignment process to either the ERCP or CBDE

groups, incorporating measures to mitigate potential selection bias.

3. A rigorous re-evaluation of all radiographic documentation and operative

reports was conducted, leading to precise corrections in the reported stone

diameter measurements for both study groups.

4. The inclusion/exclusion criteria have been refined to systematically

exclude cases involving refractory calculi, inflammatory strictures, or any

history of prior biliary interventions.

5. Our institutional protocol routinely employs nasobiliary drainage

following ERCP, serving dual purposes: (i) postoperative biliary

decompression to minimize cholangitis risk, and (ii) maintenance of access for

subsequent imaging surveillance or therapeutic interventions when required

(e.g., for residual stones).

6. Confidence intervals have been incorporated for all reported complication

rates. The non-overlapping intervals between groups provide robust

statistical support for the conclusion of significantly lower complication risk

in the ERCP cohort.

7. Given the study's recent enrollment period (January 2024-January 2025),

longitudinal follow-up data remain insufficient for meaningful recurrence

analysis. This constraint has been explicitly acknowledged in the Limitations

subsection. Additionally, we have discussed the relevant findings in the

context of reference 22. We have also supplemented the Discussion with the

limitations of ERCP (e.g., operator dependency, inherent complications,

recurrence risks, etc.) to enhance objectivity, as referenced in citation 13.



Finally, we have explicitly stated the study’s limitations.

Reviewer #2:

This is a paper on the efficacy and safety of endoscopic retrograde

cholangiopancreatography (ERCP) versus common bile duct exploration

(CBDE) in the treatment of bile duct stones (BDSs). The title and abstract of

the paper clearly state the objective and main finding of the study, which is

that the efficacy and safety of ERCP are superior to CBDE in the treatment of

BDSs. A total of 103 patients were included in this study and divided into

ERCP group and CBDE group with clear inclusion and exclusion criteria. The

discussion section provides a reasonable interpretation of the results and cites

relevant literature to support the advantages of ERCP. The manuscript is

generally well-written and organized. The abstract succinctly summarizes the

study’s objectives, methods, results, and conclusions. I. Reference in Methods

to "patients did not provide informed consent" because anonymized data

were used. It is necessary to supplement the ethical approval number and the

specific process of anonymization to comply with international norms (such

as the Declaration of Helsinki). In Table 2, only 3 cases (5.36%) were

"ineffective" in the ERCP group, but the reasons (such as stone incarceration

and anatomical abnormalities) were not analyzed. It is recommended to

supplement the detailed characteristics and management strategies of the

failed cases. III. No mention of cost-benefit analysis. Although ERCP

recovered quickly, the cost of consumables (such as stents and balloons) was

high. It is suggested to further analyze its impact on clinical promotion in the

discussion section. The specific technique used during ERCP (e.g.,

papillotomy vs. balloon dilation) was not described, and different procedures

may affect complication rates. Technical details and selection basis need to be

supplemented. The V. CBDE group did not state whether to combine with

intraoperative choledochoscopy, which may affect the stone clearance rate.

Surgical procedures need to be defined to enhance comparability.



Reply: We sincerely appreciate your valuable feedback and have meticulously

addressed each of your concerns with the following revisions:

1. The Methods section has been expanded to include a detailed ethical

statement and anonymization protocol in accordance with international

guidelines (e.g., the Declaration of Helsinki). The institutional ethics approval

number has also been provided for reference.

2. For the 3 cases (5.36%) classified as "ineffective" in the ERCP group (Table

2), we have supplemented the Discussion with an in-depth analysis of

potential contributing factors (e.g., impacted stones, anatomical variations).

Additionally, the clinical characteristics and subsequent management

strategies for these cases have been elaborated.

3. To strengthen the discussion on clinical applicability, we have integrated

prior cost-effectiveness analyses from relevant literature and further

examined their implications for broader implementation in the Discussion

section.

4. The Methods section now provides a comprehensive description of the

ERCP techniques utilized (e.g., sphincterotomy versus balloon dilation),

including the rationale for technique selection.

5. A description of intraoperative choledochoscopy procedures for the CBDE

group has been added to the Methods section to enhance methodological

clarity.



Authors have addressed all the issues. I have no further comments. 

Response: Thank you for your comments. 
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