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A 33-year-old woman presented with abdominal pain, jaun-
dice, and fever. She had choledocholithiasis with cholelithiasis
and cholangitis. Two months ago, she underwent endoscopic
retrograde cholangiopancreatography (ERCP) for commonbile
duct (CBD) stone extraction and 7F CBD stenting. After 2 days,
the patient underwent elective laparoscopic cholecystectomy
(LC). During surgery, there was an accidental CBD injury, so a
drain was placed at the gallbladder (GB) fossa. The procedure
was abandoned, and the patient was referred. Magnetic reso-
nance cholangiopancreatography (MRCP) showed chronic
calculous cholecystitis with few metallic clips at GB neck,
fractured CBD stent, and CBD injury at the level of porta. The
patient had persistent high-grade bile leak from the operated
site (300mL/day). A computed tomography (CT) scan of the
abdomen showed discontinuity of CBD and few clips at the
confluence. Theproximalendof thestent fragmentwasseen in
the right sectoral duct, and the distal end was seen in the D2/
D3 junction (Strasberg E5 - Bismuth type 5 bile duct injury).

After selective wire-guided cannulation of the CBD at
ERCP, a distal fragment of the CBD stent was removed with
a snare (►Fig. 1A–I). A hurricane biliary balloon dilatation

catheter (Boston Scientific, United States) was used to enter
and dislodge the clipped CBD site. A guidewire (Dreamwire,
Boston Scientific) was then passed through the clipped
segment of the CBD into the right posterior duct. Using an
endoscopic mucosal resection snare (SD-221L-25, Olympus,
United States), the proximal end of the fragment was
removed. The contrast was injected, and there was a near-
complete cutoff of contrast at the confluence. Selectively, the
guidewires were placed in the right anterior, right posterior,
and left hepatic ducts. A 10F plastic stent (Endotech, India)
was in the left hepatic duct and 2�7F plastic stents (Endo-
tech) were placed in the right anterior and right posterior
ducts, respectively. Following this patient was followed up
for drain output, which gradually reduced. At follow-up
(3 weeks), her total bilirubin had normalized from 56.4 to
18.8mmol/L. At 8 weeks, she was asymptomatic and her bile
leak had stopped. Her stents were upgraded from 7F to three
10F plastic stents as per the Costamagna protocol.1 The next
plan for her is to undergo routine ERCP with a check
cholangiogram, post which she will be given a stent-free
trial.
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Abstract A 33-year-old woman presented for laparoscopic cholecystectomy (LC)-induced acci-
dental transection of the common bile duct at the level of confluence and common
hepatic duct cutoff (E5–Bismuth type 5 injury) along with transected indwelling biliary
stent hanging in the right posterior duct (RPD). At endoscopic retrograde cholangio-
pancreatography (ERCP), the distal fragment was removed. The RPD stent was
cannulated across and retrieved, followed by three plastic stents in the right and
left hepatic duct. Prompt referral of a bile duct injury during LC to a specialized center
with timely ERCP saved the day and averted the need for surgical intervention.
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Traumatic bile duct injuries at index LC are a serious
complication2 that need promptdiagnosis andmanagement;
when left unidentified can lead to strictures, cholangitis,
hepatic failure, and an increase in all-cause mortality. The
occurrence of bile leak following LC ranges from 0.3 to 2%.3,4

For radiological imaging, CTmay be nonspecific at times but
MRCP helps in detailed structural assessment of the biliary
system and to plan management maneuvers.5 Intraoperative
cholangiography is costly during LC but will help identify the
biliaryanatomyforoperativedissectionbeforeduct transection.

ERCP with stenting is the procedure of choice for treating
post-LC bile duct leaks.6 Patients should be referred to special-
izedcenterswithbetter resources.Whenperformedbyexperts
in the field, ERCP offers the best chance of cure if performed
early. For most of the LC-related injuries, surgical intervention
might be necessary. For type E injuries, had the ERCP failed, the
patient would have been referred for reconstruction with
Roux-en-Y hepaticojejunostomy. Some cases may need future
liver transplantation. This case highlights that prompt referral
of a bile duct injury during LC to a specialized center with
timely ERCP prevented the need for surgical intervention.
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