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ABSTRACT

Objective: To report a case of biliary fistula after a non responsive surgical surgical treatment, which was successfully
treated endoscopically by ERCP with a biliary stent. Case Report: 48 year-old female patient was submitted to a laparoscopic
cholecystectomy due to gallstones, after surgery the patient developed jaundice and choliperitoneum. She was submitted
to a conventional open abdominal surgery twice without success in closing the biliary fistula. An ERCP was performed
with the insertion of a biliary endoprosthesis which permitted the definitive treatment of the lesion. Discussion: Injuries
of the biliary tract can occur as a complication of laparoscopic cholecystectomy. New endoscopic approaches allow less
invasive treatments of those injuries; therefore, postponing or even avoiding surgical treatment.
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aparoscopic cholecystectomy (L C) was pioneered Biliary tract injuries are consequences of
in France and introduced in the United Statesin direct injuries (direct trauma by manipulation) and
19882, This procedure has some advantages indirect injuries such asextensive dissectionsthat leads

associated to open cholecystectomy, such as shorter to microvascular ischemiaor intensive inflammatory
hospital stay, decreased postoperative morbidity, better process due to the use of monopolar eletrocautery3@,
statistic results and faster return to normal activities. Discontinuity of the bileduct isaseriouscomplication,
However, in the literature several studies report 2345 and it may be diagnosed during surgery or more
that complicationsto thebiliary tract are more common commonly at the postoperative. Digestive endoscopy
with LC when compared to open cholecystectomy. hasanimportant rolein thetreatment of biliary fistulas,
Several authors'® impute it to a “‘learning curve especially theoneswithlow and medium output, short
phenomenon’, which frequently occurs after the extension and located in the middle and distal portion
introduction of any new procedureor technology, thusthis of the extrahepatic bhiliary tract®. The endoscopic
isgtill acontroversd data. Somestudieshavedemondrated procedure consists of extensive papillotomy to obtain
that biliary injury after LC remainsapersstent problem, better biliary drainage and to passaplastic prosthesis,
which are not declining over the years®”. in order to direct the flow distally through capillarity
Postoperative biliary injuries have aways and reduce the fistula output.
required a complex treatment; however, in the last

decade endoscopic and radiologic approaches CASE REPORT

technology development has permitted alessinvasive

approach to them, with similar or reduced morbidity S.B.A., a 48-year-old female patient was
rates at surgical treatment?®. submitted to laparoscopic surgery for choldlithiasisand
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four days after the surgery started to complain of ab-
dominal pain. Two weeksafter the surgery the patient
returned to the emergency service with abdominal
distension, jaundice, nauseaand vomit. A CT scanwas
performed which revealed a great amount of free
liquid into the abdominal cavity. The patient
was referred to surgery where a voluminous
choleperitoneum and small discontinuity of common
hepatic duct was revealed during an exploratory
laparotomy. Surgical treatment with choledochostomy,
insertion of Kehr tube and peritoneal cleansing was
performed twicein al5-day interval period; however,
it was not successful and the patient remained with
abdominal pain and there wereformation of new intra-
abdominal fluid collection.

Endoscopic retrograde cholangiopancrestography
(ERCP) was performed which reveal ed the presence
of bilioperitoneal fistula, thus it was performed the
dilatation of the track and a 7 FR X 10 cm
endoprosthesis was inserted (Figure 1), and a good
biliary drainage was accomplished. The patient
persisted with residual choleperitoneum, so on the
seventh day after the endoscopic procedure a
computed tomography guidewire puncture of the
peritoneal cavity was performed with the placement
of a pig tail stent for its daily cleansing. After 20
days of parenteral nutrition and use of somatostatin,
there wastotal regression of the biliary fistula. For 6
months, the patient has been followed-up in the
ambulatory, and there was no symptom recurrence,
then a new ERCP was performed in order to
exchange the plastic prosthesisto al0 FR X 10 cm
prosthesis. The examination revealed only a small
scar stenosis of the proximal portion of the choledoco
(Figure 2).

DISCUSSION

Postoperative biliary fistulas are defined as
bileleaksthroughiatrogenic biliary injury. It may occur
asalaparoscopic cholecystectomy complication, and
they manifest through abdominal pain, distension and
fever associated or not to other sepsissigns. A leaked
bile may lead to a choleperitoneum, aswell asit may
be blocked forming a bilioma or may drain
spontaneoudly through anincision®. The symptomsmay
be nonspecific, and if the surgeon does not observeit
with care, the diagnosis may occur lately after the
development of the systemic manifestations®® or

sepsis.

The ERCP hasagresat valuefor theiatrogenic
biliary injuriesdiagnosis, asit confirmsitsdiagnosis,
evaluating thelocation and the presence of associated
injuries, in addition to promoting a therapeutic
approaché.

In this case report, we presented a patient
with a laparoscopic surgery complication in whom
surgical treatment had been performed twice, without
successful closure of the biliary fistula. During the
endoscopic procedure an extensive papillotomy and
dilatation of thetrack wasperformed, in order toinsert
a plastic prosthesis. This therapeutic intervention
reduced the biliary pressure and directed the flow
distally, through capillarity which reduced the biliary

Figure 1- Endoscopic aspect of the duodenal papillawith biliary
prosthesis.

Figure 2- Radiological aspect of the biliary path after surgery.
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output. The ERCP alowed a precise diagnosis of the
injury as well as its definitive treatment with low
morbidity and mortality.

CONCLUSION

ERCP has permitted the treatment of different

pathologies of the biliary tract, in special the
choledochoalithiasis, which should be considered agold
standard approach for surgeons in the diagnosis and
treatment of biliary tract surgical complications.
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