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Endoscopic management of postoperative
bile leakage

Davids PHP, Rauws EAJ, Tytgat GNJ, Huibregtse K.
(Department of Gastroenterology, Academic Medical
Centre, University of Amsterdam, The Netherlands.) Post-
operative bile leakage: Endoscopic management. Gut
1992;33:1118-22.

SUMMARY
Postoperative bile leakage leading to internaland external
fistulae is an infrequent but serious complication of biliary tract
surgery. This non-randomized single centre study evaluated the
endoscopic management of this problem in 55 consecutive
patients. Indications for the initial surgery included
cholelithiasis in 51 and ampullary carcinoma, peptic ulcer, blunt
abdominal trauma and hepatocellular carcinoma in the others.
The surgical procedures performed were open cholecystectomy
(35); open cholecystectomy and common bile duct (CBD)
exploration (13), CBD exploration and abscess drainage (1),
cholecystectomy with stone extraction (1), pancreaticoduo-
denectomy (1), partial gastrectomy (1), right hemihepatectomy
(2) and explorative laparotomy (1). The patients presented with
a biliary cutaneous fistula (27), peritonitis (lO), recurrent intra-
abdominal abscesses (5), progressive jaundice (7), cholangitis
(5) or pancreatitis (1). Treatment consisted of a standard
sphincterotomy where a cystic stump or hepatic radical leak was
present without any evidence of distal CBD obstruction. For
residual CBD stones, sphincterotomy was followed by stone
extraction using a Dormia basket. A straight polyethylene
endoprosthesis (lOF) was placed if there was a history of opera-
tive biliary trauma, when a benign or malignant stricture was
present or when all-the residual stones could not be removed.
The aim of all treatment was to facilitate bile flow into the
duodenum (retained stones in 15 and concomitant stricture in
18). Overall 49 of 55 patients were treated endoscopically. An
excellent outcome (clinical and radiological resolution of the
bile leak) was achieved in 43 patients (90%). The others (5
patients) had continuing sepsis from which they eventually died.
It was concluded that postoperative bile leakage can be diagnosed
safely and effectively by endoscopic retrograde cholangiopan-
creatography (ERCP) and subsequent endoscopic management
is successful in most cases.

COMMENT
With the increasing use of laparoscopic cholecystectomy to
treat symptomatic cholelithiasis, the incidence of CBD
injuries has increased. These have been reported in 0.5% to
2.7% of laparoscopic cholecystectomy procedures in the
USA and in 0.33% in Europe.t-' On the other hand the
reported damage to the CBD after a conventional cholecys-
tectomy is 0.25% to 0.5%.3 The increased incidence of CBD
injury after laparoscopic cholecystectomy may be because of
the limited visual field, inadequate exposure or the learning
curve of a new procedure.

Postoperative bile leakage after open or laparoscopic
cholecystectomy may be due to surgical damage to the bile
duct, inadequate closure of the cystic duct stump, leak from
the gall bladder bed or from the T-tube site. Because of this,
patients may present with bilioma, peritonitis or abscess
formation. This study presents the endoscopic management
and the follow up of these patients for a mean period of
39 months.

It has been noted that postoperative bile leaks are more
common when the distal CBD is obstructed either due to
stones or strictures. The incidence of the former after
conventional cholecystectomy can be as high as 10%. In the
presence of abnormal liver function tests and dilated
intrahepatic ducts on ultrasonography, CBD stones can be
diagnosed either by an operative cholangiography or a pre-
procedural ERCP.

The endoscopic management of postoperative biliary
leaks is important because reoperation in the early stages
is associated with a mortality of 8%.4 Endoscopic
sphincterotomy and subsequent stone extraction with or
without placement of an endoprosthesis can lead to resolu-
tion of bile leaks and postoperative fistulae in about 90% of
cases.> If the biliary fistula is associated with a postoperative
biliary stricture, a lOF straight stent may be placed in the
CBD with or without a sphincterotomy. To prevent clogging-
induced cholangitis, the stent may be exchanged electively
every three months for a year. A biliary stricture is consi-
dered to be sufficiently dilated if a 1cm balloon can be passed
through it or if there is rapid emptying of the intrahepatic
biliary tree as seen on fluoroscopy after contrast injection at
ERCP.

When an endoprosthesis is placed in the biliary tree for
resolution of a bile leak without distal obstruction of the
CBD by a stone or stricture, it can usually be removed in
4 to 6 weeks. This is done after documenting clinical 'and
radiological closure of the bile leak. Uncomplicated biliary
fistulae respond to endoscopic treatment. If the fistula is
associated with bilioma formation the additional procedure
of percutaneous or surgical drainage may be needed.!
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