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Case Report

latrogenic bile duct injury: a stitch in time
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ABSTRACT

Intraoperative bile duct injuries often are difficult to be identified intraoperatively can lead to a variety of
complications and require complex surgical procedures for their definitive treatment. With multiple complicated
treatment options, these injuries become a therapeutic challenge. We present a case of a 49-year-old lady diagnosed
with symptomatic gallstone disease who underwent open cholecystectomy in an outside hospital, during which she
had an iatrogenic bile duct injury which was diagnosed postoperatively. She was promptly referred to a higher centre.
After investigations, the patient underwent a Roux-en-Y hepaticojejunostomy with a subhepatic drain. The patient
was discharged post-successful recovery on post-op day 7. latrogenic bile duct injury can be missed intraoperatively
in a cholecystectomy. The patient provides non-specific symptoms, and a high degree of suspicion can help in early
diagnosis. Prompt treatment by an experienced hepatobiliary surgeon is necessary for the successful treatment of the

condition.
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INTRODUCTION

The treatment of choice in a case of symptomatic gall
stone disease is cholecystectomy.! The goal of the
therapy is to prevent the recurrent episodes of biliary
colic and eliminate the complications which might
develop in a case of gallstone disease.? Complications of
cholecystectomy include incisional hernia, wound
infection, bile leak and biliary duct injury.3*

Biliary tract injuries are one of the most dreaded
complications occurring during a cholecystectomy. These
are approximately 0.1 to 0.2 % while performing an open
cholecystectomy with their incidence increasing with a
laparoscopic approach 0.4-1.5%.° Multiple risk factors
including anatomic variations of the biliary tree, patient
condition, gall bladder pathology and surgeon-related
factors are implied in biliary duct injuries.® There is
difficulty in identifying iatrogenic bile duct injuries,
which are recognised only 25-32% of the times.” Surgical
treatment remains the main choice of treatment for bile

duct injuries with a wide variety of surgical options and
the requirement of an experienced hepatobiliary surgeon.®

This case report aim is to present a case of iatrogenic
common bile duct injury during open cholecystectomy
and the associated immediate surgical management.

CASE REPORT

We here present a case of a 49-year-old female who
underwent open cholecystectomy with subhepatic drain
placement under general anaesthesia in an outside
peripheral hospital now presented with 200 ml bilious
output from the drain for 8 hours since the time of
surgery for which the patient was referred. There were no
complaints of pain in the right upper abdomen, fever,
abdominal distention. She has no known medical
comorbidities. She had open bilateral tubal ligation
previously 15 years ago. On the day of admission, the
patient had a blood pressure of 112/72 mm of Hg with a
pulse rate of 82/ min. Abdomen was non-distended with a
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subhepatic drain in situ. The patient was kept nil per oral
and a nasogastric tube was inserted and Foleys’ urinary
catheterisation was done. IV fluids and antibiotics were
started. Blood parameters including Hb, TLC and Liver
and Renal function tests were within normal limits.

An abdominal USG was done which showed the post-
cholecystectomy status of the patient with a collection of
30 cc in the GB fossa without any ascites. An abdominal
CECT was obtained which showed mild fluid in the GB
fossa with a surgical clip in the mid-CBD with prominent
proximal CHD and central intrahepatic biliary radicals.
MRCP showed a linear CHD which is visualised for a
length of 1.4 cm at the porta. CBD was not opacified,
distal to hilum, for a length of approximately 3 cm, with
visualisation of the distal-most (intraduodenal) segment
of CBD. The visualised distal part of CBD appears
normal in calibre. There's evidence of T1 hypo and T2
hyperintense fluid collection of a maximum depth of 1.3
cm seen in prehepatic and subhepatic spaces with
minimal fat stranding with a subhepatic drain in situ. T2
hyperintense fluid collection measuring 2x2 cm with
surrounding fat stranding is seen in the subcutaneous and
intramuscular plane in the right hypochondrium.

Figure 2: Complete transection of the CBD on MRCP.

With a provisional diagnosis of bile duct injury, the
patient was taken up for relaparotomy and exploration
was done within 48 hours of the presentation. Complete
transection of the CHD was noted 0.5 cm distal from the
hilar confluence. The flow of fresh bile was noted from
both the left and right hepatic ducts. Distal CBD was
found to be ligated with silk sutures. The rest of the
visualised abdominal structures including the stomach,
duodenum, jejunum, and transverse colon are within
normal limits. The transacted CHD margins were
freshened, and a biliary limb was created from 30 cm
from the duodenojejunal flexure using a 55 mm stapler. A
Roux-en-Y hepaticojejunostomy was done in a retro colic
fashion using vicryl 3-0 sutures and a jejunal-jejunal iso-
peristaltic side to side anastomosis was done using a 55
mm stapler. A subhepatic drain was inserted and fixed
with silk 1-0 and a layered closure of the abdominal wall
was done.

Postoperatively the patient was managed with strict vital
monitoring and drain output. The patient had not
developed any fever or jaundice. The patient drain was
removed on post-op day 5 following minimal output over
3 days and discharged. The patient was regularly
followed up every week and had no complaints.

DISCUSSION

Gallbladder stones are a common clinical condition
occurring in the general population, women more than
men, while most patients are asymptomatic, a small
percentage of them develop gallstones related
complications, and among them, a few develop serious
complications (approximately 6%).° latrogenic bile duct
injury remains an important complication of
cholecystectomy, one of the most performed surgeries in
the world.® Injury to bile duct can lead to biliary
peritonitis, hepatic failure and death.*2 Biliary tract
injuries are classified according to Bismuth scale,
Strasberg scale, and Mattox scale.’®!* latrogenic biliary
tree injury presents with non-specific symptoms like
nausea, vomiting, and abdominal pain and rarely with
features of biliary peritonitis and cholangitis.!® Early
recognition of the injury is of utmost importance as
immediate surgical treatment confers the best outcome. In
case of non-feasibility of the repair, an intra-abdominal
drain is to be placed and the patient is to be referred to a
high-volume centre for further management.16
Investigations should be directed at identifying the injury
with a USG abdomen as the first investigation to assess
the liver, diameter of CHD/CBD and any associated
collections. CECT to identify associated vascular injury
and identify the collection if any. MRCP with contrast
(Gadolinium-based) is the gold standard for identifying
biliary tract injury with the identification of active
contrast  leak.'®!®  Endoscopic  procedures like
sphincterotomy and stenting across the injured segment
of CBD help in reducing the pressure in the biliary tree.?°
The goal of surgical treatment is to reconstruct the bile
duct to allow flow to the alimentary canal. Surgeries
include Roux-en-Y hepaticojejunostomy, end-to-end
ductal biliary anastomosis, choledochal-duodenostomy,
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Lahey hepaticojejunostomy, Heincke Mikulicz biliary
pancreatic reconstruction. Hepatic jejunostomy remains
the most common surgical procedure for iatrogenic
biliary injuries with a success rate of > 90% in expert
hands.?*

CONCLUSION

latrogenic bile duct injury is a dreaded complication of
cholecystectomy. Early diagnosis, prompt referral and
early treatment are useful in decreasing the morbidity and
mortality of the patient. Only 25-30% of bile duct injuries
are diagnosed intraoperatively. MRCP with contrast is
used for identifying the injury postoperatively. Surgical
approaches include Roux-en-Y hepaticojejunostomy,
end-to-end ductal anastomosis, and choledocho-
duodenostomy with each of the procedures having its
indication, advantages, and complications. Multiple
factors determine the success of biliary reconstruction
which include intra-abdominal infection, correct surgical
technique, the experience of the surgeon, the timing of
the repair and associated vascular injury impact the long-
term outcome following bile duct repair.
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