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Abstract

This article shows the long-term success of percutaneous biliary balloon dilation on a patient
with biliary-enteric anastomosis. Considering that the case is an example of the successful of the
treatment in a patient with multiple interventions in context of a bile duct injury. The development
of intrahepatic pyogenic abscesses is rare when not associated with cholangitis, intraabdominal or
general sepsis, or spread from infected contiguous structures.

Introduction

The development of intrahepatic pyogenic abscesses is rare when not associated with cholangitis,
intra-abdominal or general sepsis, or spread from infected contiguous structures [1]. There has been
reported cases of liver abscesses secondary to infected hepatic infarcts seeded by colon organisms
via the portal vein; therapeutic hepatic artery ligation for primary or metastatic tumors of the liver
[1]; or secondary to combined bile duct and hepatic artery injury following gallbladder surgery [2].

The biliary duct is extremely sensitive to arterial blood supply deprivation and cannot tolerate
surgical manipulation [3], associated to this, liver abscesses may originate in cases of decreased blood
supply, and even some biliary strictures may be produced or exacerbated by bile duct ischemia [2].
However, it is not merely the decreased blood supply that leads to hepatic abscess, but the necrosis,
which acts as a nidus for bacterial colonization and predisposes to the development of abscesses [1].

The clinical course of the patients with combined hepatic arterial and bile duct injuries was
associated with several differences when compared with isolated bile duct injuries. These differences
are primarily hepatic necrosis, abscess formation in the area of liver devoid of arterial blood supply,
and anastomotic or bile duct strictures, all present in the first group of patients [2]. It is described
in the literature several treatment options for those patients who had liver abscess due to biliary
strictures, such as stent placement, biliary drainage, balloon bilioplasty and even liver transplant.

The objective of this presentation is to describe a patient with recurrent liver abscesses secondary
to anastomotic and non-anastomotic biliary strictures.

Case Presentation

A 63-year-old female patient with a history of bile duct surgical injury 10 years ago presented at
our department for recurrent liver abscesses over the past two years that began in the right segments
and recently in segment three. In addition, the hepatic triphasic Magnetic Resonance Imaging
(MRI) showed atrophy of the right posterolateral segments and minor flow in the right portal vein.

After the percutaneous treatment of the pyogenic liver abscesses, due to the suspicion of an
abscessed liver tumor, atypical hepatectomy was performed after a multidisciplinary meeting.
During surgical approach a bilioenteric anastomosis was observed. The patient evolved with a
biliary fistula requiring percutaneous treatment consisting in percutaneous drainage of the biloma
and percutaneous transhepatic biliary drainage. After percutaneous cholangiography, we observed
an anomalous biliary diameter (with inversion of the size of the bile duct), intrahepatic sectorial
strictures (ischemic cholangiopathy) and a bilioenteric anastomosis stricture (Figure 1). The study
was completed with a liver biopsy that did not show fibrosis, and with a hepatic arteriography that
showed a hyperaemic blood flow with branching of the right hepatic artery (Figure 2).

Subsequently, the anastomotic stricture was treated with three sessions of percutaneous balloon
dilation bilioplasty (Figure 3). At one year follow-up, the patient had no evidence of anastomosis
re-stricture, nor the presence of new abscesses or cholangitis.
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Figure 1: Percutaneous transhepatic biliary drainage this figure shows the
catheter placed (red arrow) into the fluid collection (biloma) associated with
an anomalous diameter (blue arrow) of the intrahepatic biliary tree (inverted)
and sectorial strictures (non-anastomotic stricture).

Figure 2: Hepatic arteriography. The figure shows a hyperemic right hepatic
artery.

Discussion

In this scenario, a multidisciplinary meeting approach including
hepato-pancreato-biliary ~ surgeons,  gastroenterologists, and
interventional surgeons is essential in order to achieve optimal
outcomes [4-5]. Percutaneous or endoscopic intervention should be
considered in patients with clinical manifestations of cholestasis or
biliary sepsis when a dominant stricture affects the main bile duct
or the left or right hepatic ducts. Although endoscopic approach is
usually the first-line treatment option for most patients with benign
biliary strictures [6]; in this patient, with an intrahepatic biliary
fistula and the history of a hepatojejunostomy, we preferred the
percutaneous transhepatic approach [7].

The percutaneous approach is suitable for most patients, and it
is safe and effective, for which it is considered the method of choice.
As previously described, the patient had both anastomotic and non-
anastomotic biliary stricture. The treatment of the last group of biliary
strictures is not well known and, excluding liver transplant, there are
not many other options. However, the treatment for anastomotic
biliary strictures is well described and there are several methods.

The first line of treatment is usually minimally invasive, and
percutaneous dilatation is the standard approach [8]. Balloon
dilatation of biliary strictures has been reported as a safe and suitable
method, withlow morbidity and one-year high-rate patency. Although
percutaneous dilatation has been described by numerous authors
with long-term success rates ranging from 44% to 90%, treatment
protocols have been flexible and the population heterogeneous.

Figure 3: Percutaneous biliary balloon dilation. The figure shows the
presence of the Percutaneous balloon (red arrow) through the stricture.

Nevertheless, the implementation of a percutaneous biliary balloon
dilatation protocol session with a fixed interval is associated with a
high rate of long-term patency [8-10].

Conclusion

Percutaneous biliary balloon dilatation can be an effective and
safe method of treatment on patients with biliary-enteric anastomosis.
This may be performed in three sessions in cases of patients with
clinical manifestations showing a long-term success.
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