
Percutaneous transhepatic biliary drainage-
assisted, endoscopic ultrasound-guided
hepaticoduodenostomy for isolated complete
right intrahepatic duct obstruction

Endoscopic ultrasound (EUS)-guided bili-
ary drainagehas emerged as an alternative
modality for an obstructed intrahepatic
duct (IHD). However, isolated right IHD
obstruction hasnot been considered suita-
ble for EUS-guided intervention because
the right IHD may not be immediately ad-
jacent to the duodenal wall or because the
portal vein could be close to the route of
approach [1]. We report our experience of

percutaneous transhepatic biliary drain-
age (PTBD)-assisted, EUS-guided hepati-
coduodenostomy for isolated complete
right IHD obstruction.
A 43-year-old woman presented with epi-
gastric pain and cholestatic liver dysfunc-
tion after open cholecystectomy. Mag-
netic resonance cholangiopancreatogra-
phy (MRCP) showed an abrupt cut-off of
the right anterior segmental bile duct,
suggesting a transection injury following
the cholecystectomy. When a transection
injury has occurred, surgical reconstruc-
tion with biliary enteric anastomosis is
indicated [2,3]. PTBD was initially per-
formed for biliary decompression. As the
remaining bile duct was too short to be
connected to the jejunum, the surgeon
suggested segmental liver resection in-
stead of hepaticojejunostomy; however,
the patient refused surgical management,
so we performed EUS-guided drainage
with the assistance of PTBD.
An echoendoscope was positioned close
to the blind end of the transected bile
duct, with the PTBD catheter being used
as the target. An EUS-guided puncture
(19-gauge needle; Boston Scientific) was
performed into the blind end of bile duct,
which was confirmed by contrast injec-
tion. A 0.025-inch hydrophilic guidewire
was introduced through the needle
(●" Fig.1;●" Video 1); a needle knife and
4-mmballoon catheter were then used for
tract dilation. A fully covered self-expand-
ing metal stent (6mm in diameter, 7cm in
length; M.I. Tech, Seoul) was introduced
and positioned in the right anterior IHD. A
new anastomosis between the transected
IHD and the duodenum was therefore
successfully created. The PTBD catheter
was removed 3 days later after it had been
confirmed that the stent was functioning
well (●" Fig.2;●" Video 1).
The metal stent was removed 11 months
later. A retrograde cholangiogram through
the fistula tract 6months after the removal
of the stent showed durable patency
(●" Fig.3;●" Video 1).
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Fig.2 Antegrade cholangiogram performed
3 days after transmural stenting via the percu-
taneous transhepatic biliary drainage catheter
showing the functioning endoscopic hepatico-
duodenostomy.

Fig.3 Contrast injection through the fistula
tract (inset) performed 6 months after removal
of the stent showing that the hepaticoduode-
nostomy tract had remained patent.

Fig.1 Radiographic view showing a percuta-
neous transhepatic biliary drainage-assisted,
endoscopic ultrasound-guided hepaticoduo-
denostomy being created by transmural metal
stenting.

Video 1

Percutaneous transhepatic biliary drainage-
assisted, endoscopic ultrasound-guided hepat-
icoduodenostomy is performed with trans-
mural metal stenting; the fistula tract is shown
to be patent 6 months after removal of the
stent.

Cases and Techniques Library (CTL) E317

Cho Min Keun et al. PTBD-assisted, EUS-guided hepaticoduodenostomy… Endoscopy 2016; 48: E317–E318

T
hi

s 
do

cu
m

en
t w

as
 d

ow
nl

oa
de

d 
fo

r 
pe

rs
on

al
 u

se
 o

nl
y.

 U
na

ut
ho

riz
ed

 d
is

tr
ib

ut
io

n 
is

 s
tr

ic
tly

 p
ro

hi
bi

te
d.



References
1 Savides TJ, Varadarajulu S, Palazzo L. EUS

2008 Working Group document: evaluation
of EUS-guided hepaticogastrostomy. Gas-
trointest Endosc 2009; 69: S3–S7

2 Perini RF, Uflacker R, Cunningham JT et al.
Isolated right segmental hepatic duct injury
following laparoscopic cholecystectomy.
Cardiovasc Intervent Radiol 2005; 28: 185–
195

3 Tsalis KG, Christoforidis EC, Dimitriadis CA et
al. Management of bile duct injury during
and after laparoscopic cholecystectomy.
Surg Endosc 2003; 17: 31–37

Bibliography
DOI http://dx.doi.org/
10.1055/s-0042-117223
Endoscopy 2016; 48: E317–E318
© Georg Thieme Verlag KG
Stuttgart · New York
ISSN 0013-726X

Corresponding author
Do Hyun Park, MD, PhD
Department of Internal Medicine
University of Ulsan College of Medicine
Asan Medical Center
88 Olympic-ro 43-gil, Songpa-gu
Seoul 05505
South Korea
Fax: +82-2-4760824
dhpark@amc.seoul.kr

Cho Min Keun et al. PTBD-assisted, EUS-guided hepaticoduodenostomy… Endoscopy 2016; 48: E317–E318

Cases and Techniques Library (CTL)E318

T
hi

s 
do

cu
m

en
t w

as
 d

ow
nl

oa
de

d 
fo

r 
pe

rs
on

al
 u

se
 o

nl
y.

 U
na

ut
ho

riz
ed

 d
is

tr
ib

ut
io

n 
is

 s
tr

ic
tly

 p
ro

hi
bi

te
d.


