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ABSTRACT

Objective: The aim of this study was to determine the effectiveness and safety of endoscopic retrograde cholangiopancreatography
(ERCP) in the diagnosis and treatment of post-operative bile duct injuries and to share our experience of a tertiary referral center.
Methods: Patients who underwent ERCP in our hospital due to biliary injuries after biliary surgery between January 2017 and March
2020 were included in this study. Demographic data, etiologies, clinical conditions, endoscopic treatment methods, and results of the
patients were analyzed.

Results: A total of 30 patients (16 females and 14 males) were included in this study. Twenty-six patients experienced bile leakage or
stenosis after cholecystectomy, and four patients had hepatic hydatid cyst surgery. ERCP was successful in 25 patients (83.3%), but four
(13.3%) patients underwent surgery and one patient (3.3%) underwent percutaneous transhepatic cholangiography after failed ERCP.
Among the patients who had biliary stenting, biliary leakage was recovered in all of the patients, and repeat ERCP revealed that 18.2%
of the patients had stones or mud in the common bile duct. The median time to ERCP was 6.5 days, and there was no difference
between early (first 10 days) or late (10-30 days) ERCPs in terms of effectiveness and safety.

Conclusion: ERCP is a safe and effective method that should be considered before percutaneous procedures and surgery, whether sur-
gery to ERCP time is early or late. Biliary stenting effectively recovers biliary leakage, and stent removal by repeat ERCP should be per-

formed to check the common bile duct for stones or mud, instead of solely stent removal.
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INTRODUCTION

Biliary tract injuries are complications that may develop follow-
ing surgical procedures involving the biliary tract. The most
common causes include laparoscopic cholecystectomies (LC),
open cholecystectomies (OC), hepatic hydatid cysts and opera-
tions, exploration of the bile duct, biliary malignancy surgeries
and several etiologic causes for operations, abdominal trauma,
and cholelithiasis.

LC has become widespread after 1990s and has become the
first line treatment for symptomatic cholelithiasis today.' It has
significant advantages over OC, but it is associated with
increase in bile duct leakage, and OC is performed in selected
cases.” The incidence of biliary tract injuries in LC is between
0.3 and 0.7% and is associated with important mortality and
morbidity.>* Although biliary stenosis is common in cases with
OC, the total bile duct injuries are reported as 0.1-0.2%.° The
most important factors in the optimal treatment are early
detection of injury and the severity of damage, clinical condi-

tion of the patient, and experience and facilities of the
physicians.

Endoscopic retrograde cholangiopancreatography (ERCP) is
one of the most important methods in the diagnosis and treat-
ment of bile leakage and stenosis. The aim of our study is to
determine the effectiveness and safety of ERCP in the diagnosis
and treatment of post-operative bile leakage and stenosis and
to share our experience.

METHODS

Patients who underwent ERCP due to post-surgical bile
injuries at  University Hospital between January 2017 and
February 2020 were included in the study. This study was
approved by the ethics committee of the Hitit University Fac-
ulty of Medicine with the number 2020/202. Demographic
data, etiologies, clinical conditions, endoscopic treatment
methods, and results of the patients were extracted from hospi-
tal computer system.
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Routine laboratory tests including complete blood tests, liver
tests, and imaging (ultrasonography, computed tomography,
and magnetic resonance imaging) findings were examined. The
procedures were performed by Fujinon ED-530 XT duodeno-
scope device under sedo-analgesia performed by an anesthesi-
ologist. After ERCP imaging, sphincterotomy, balloon or basket
extraction, catheter or balloon dilatation, and stent replace-
ment were performed if indicated. Data were recorded from
patients’ ERCP reports.

Injury types were determined by the Amsterdam and Strasberg
classification systems.®” According to Amsterdam classification,
Type A is leakage from the cystic duct, Type B is leakage from
the major bile ducts, Type C is bile duct strictures without con-
comitant biliary strictures, and Type D is complete transection
of the biliary duct® The Strasberg classification is as follows:
Type A: bile leakage from cystic duct or liver bed without fur-
ther injury; Type B: partial occlusion of the biliary tree, most fre-
quently of an aberrant right hepatic duct; Type C: bile leak from
duct which is not communicating with the common bile duct;
Type D: lateral injury of the biliary ducts without loss of conti-
nuity; Type E: circumferential injury of biliary tree with a loss of
continuity; Type E1: the stricture is located more than 2
cm from bile duct confluence (BDC); Type E2: the stricture is
located less than 2 cm from BDC; Type E3: the stricture is
located at BDC; Type E4: stricture is involving both right and
left bile ducts; and Type E5: all bile ducts are completely
occluded.’

Endoscopic treatment success criteria were improvement of
the symptoms, signs and laboratory values, and decreased bili-
ary drainage. Patients who needed surgery or PTK after the
procedure were considered as unsuccessful endoscopic
treatment.

Complications of ERCP were identified according to Cotton cri-
teria, which are bleeding, perforation, pancreatitis, cholangitis,
cardiopulmonary complications, anesthesia complications, and
other complications.® The time period between surgery and
ERCP was defined as early (<10 days) and late (>10 days).

Statistical analyses were performed using the Statistical Pack-
age for the Social Sciences version 26.0 (IBM SPSS Corp.;
Armonk, NY, USA). Descriptive statistics (frequency, percentage,
mean, median, and standard deviation) of the study group

e ERCP is a safe and effective method for post-operative biliary
tract injuries that should be considered before percutaneous
procedures and reoperation.

e ERCP provides definitive diagnosis in almost all biliary tract
injuries and treats successfully in most of them whether sur-
gery to ERCP time is early (first 10 days) or late (10-30 days).

e Biliary stenting effectively recovers biliary leakage, and stent
removal should be performed by repeat ERCP to check the
common bile duct for stones or mud, instead of solely stent
removal.
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were determined. Nonparametric tests were used for compar-
ing groups, and Chi-square test was used to compare categori-
cal data. P < .05 was considered statistically significant.

RESULTS

A total of 30 patients (16 females and 14 males) with a mean
age of 56.6 * 17.4 years (range: 25-86) were included in our
study. Common bile duct was selectively cannulated in the first
or second procedure in all of the patients (cannulation success
rate 100%, n = 30). Among the patients, 26 patients had bile
leakage or stenosis after cholecystectomy, and four had biliary
injury after hepatic hydatid cyst surgery. The most common
symptoms and signs in these cases were abdominal pain (n =
24, 80%), bile leakage from the percutaneous drainage catheter
(n = 21, 70%), jaundice, or hyperbilirubinemia (n = 6, 20%).
ERCP was performed in the early period in 18 patients (60%).

ERCP was successful and sufficient in 25 patients (83.3%), but
four (13.3%) patients needed surgery and one patient (3.3%)
underwent percutaneous transhepatic cholangiography (PTC)
after ERCP. The characteristics of the patients are presented in
Table 1.

The 26 patients with post-cholecystectomy complication are
summarized in Table 2 and Figure 1 according to Amsterdam
and Strasberg classifications. Three patients with Amsterdam
Type C/Strasberg Type E3, one patient with Amsterdam Type
B/Strasberg Type D, and one patient with Amsterdam Type
A/Strasberg Type A could not be treated successfully with ERCP.

Endoscopic sphincterotomy + biliary stent with plastic biliary
stents (80%) was used as the main treatment method, and six
patients (20%) had received endoscopic sphincterotomy with-
out stenting. In two of these six patients, stenting was not
required because leakage was very minimal. In the other four
patients, stent could not be inserted because the proximal of
stenosis/leakage could not be observed. These four patients
had to have additive intervention (one patient had PTC and
three patients had surgery).

Among the 24 patients who had biliary stenting, repeated ERCP
was performed for the 22 patients whose condition was post-
operative biliary leakage (one of the remaining two had
repeated surgery despite the stent and the other one had post-
operative biliary stricture). While 81.8% (n = 18/22) of these 22
patients had normal imaging findings in control ERCP, 18.2% (n
= 4) patients had stones or mud in the common bile duct. We
observed that biliary leakage was recovered in all patients
(100%, n = 22/22). The remaining patient needed surgery
despite ERCP and biliary stenting.

Four patients (13.3%) had cystobiliary fistula after hydatid cyst
surgery. These patients were treated with ERCP by sphincterot-
omy and biliary plastic stent insertion. Treatment success was
100% in patients with cystobiliary fistula.

Laboratory parameters before ERCP are presented in Table 3.
Laboratory results were compared according to sex and ERCP
time (early or late), and no significant difference was observed
between the groups. Our median time to ERCP was 6.5 days,
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Table 1. Demographic and Clinical Characteristics of Patients Undergoing ERCP due to Postoperative Bile Duct Injury

n (total = 30) %
Age
Between 25 and 86 (median: 58.5)
Sex
Female 16 53.3
Male 14 46.7
Surgery type
Laparoscopic cholecystectomy 19 63.3
Open cholecystectomy 4 13.3
Hydatid cyst 4 13.3
Conversion of laparoscopic to open cholecystectomy 3 10
Bile leakage symptoms
Abdominal pain 24 80
Postoperative biliary drainage 21 70
Jaundice or hyperbilirubinemia 6 20
Treatment type
ERCP 25 83.3
ERCP+PTC 1 3.3
ERCP + surgery 4 13.3
ERCP time
Postop 2-30 days (median: 6.5 days)
Early (first 10 days) 18 60
Late (after 10 days) 12 40
Endoscopic treatments
Endoscopic sphincterotomy 6 20
Endoscopic sphincterotomy + biliary stent 24 80
Post ERCP complication
No 28 93.3
Yes (post-ERCP pancreatitis) 2 6.7
Was ERCP sufficient?
No 5 16.7
Yes 25 83.3
The number of ERCP procedure
1 8 26.7
2 18 60

144 3 4 13.3
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Table 1. (Continued)

n (total = 30) %
ERCP diagnosis
Post-cholecystectomy stenosis 4 13.3
Biliary leakage 26 86.7
Prognosis
Exitus 1 3.3
Healed 29 96.7

ERCP, endoscopic retrograde cholangio pancreatography; PTC, percutaneous transhepatic cholangiography.

Table 2. Distribution of Patients with Post-cholecystectomy
Cile Duct Injury According to the Amsterdam and Strasberg
Classications

Figure 1. Graphic for the patients with post-cholecystectomy
bile duct injury according to the Amsterdam and Strasberg
classifications.

n=26 %

Amsterdam type*

Type A 17 56.7

Type B 5 16.7

Type C 4 13.3
Strasberg type'

Type A 17 56.7

Type C 1 3.3

Type D 4 13.3

Type E3 3 10.0

Type E4 1 3.3

*Amsterdam classification: Type A: leakage from cystic duct or peripheral radicals;
Type B: major bile duct injury with leakage; Type C: bile duct stricture without leak-
age; Type D: complete transection or excision of common bile duct.

TStrasberg classification: Type A: bile leak from cystic duct stump or minor biliary
radical in gallbladder fossa; Type B: occluded right posterior sectoral duct; Type C:
bile leak from divided right posterior sectoral duct; Type D: bile leak from main bile
duct without major tissue loss; Type E1: transected main bile duct with a stricture
more than 2 cm from the hilus; Type E2: transected main bile duct with a stricture
less than 2 cm from the hilus; Type E3: stricture of the hilus with right and left ducts
in communication; Type E4: stricture of the hilus with separation of right and left
ducts; Type E5: stricture of the main bile duct and the right posterior sectoral duct.

and there was no difference between early or late ERCPs in
terms of effectiveness and safety.

Post-ERCP pancreatitis was observed in two patients (6.7%).
One of them had hydatid cyst and the other had LC surgery.
Both were female and underwent ERCP in late period (post-
operative 30 days). Mild post-ERCP pancreatitis developed in
both patients, and improvement was observed with conserva-
tive treatment.

Strasherg Type

METypen
Erypec
Cltyped
HType E3
Ctype E4

Count

T
Type C: Bile duct

1
Type A: Leakage from T%pe B: Major bile
ic duct or uct inLl;ry with stricture without
peripheral radicals leakage leakage
AmsterdamType

Mortality occurred in one patient (3.3%). This patient was a 76-
year-old male with an LC, who underwent ERCP, sphincterot-
omy, and biliary stent insertion for Amsterdam Type A and
Strasberg Type A bile leakage. Despite the benefits of endo-
scopic treatment and improvement of clinical/laboratory
parameters, he died 11 days after the procedure due to hospital
infection and sepsis.

DISCUSSION

Biliary tract injuries that may occur after biliary tract operations
are complications that are sometimes difficult to treat, and they
require a multidisciplinary approach including surgeons, gastro-
enterologists, and radiologists.

In addition to the role of endoscopic approach in diagnosis, its
efficacy and safety in the treatment of post-operative bile duct
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Table 3. Laboratory Assays of Patients Who Underwent ERCP (Before the Procedure)

Pre-ERCP test Minimum Maximum Mean =+ std. deviation
WBC (10°/mm?) 4.930 19.560 9,379 = 3,200
Hemoglobin (g/dL) 8.1 14.6 11.27 = 1.63
PLT (103/mm?) 131 684 281.8 = 148.7
AST (U/L) 14 212 53.9 +£49.3
ALT (U/L) 6 214 49.0 = 54.0
Total bilirubin (mg/dL) 0.2 12.8 1.86 + 3.2
Direct bilirubin (mg/dL) 0.1 7.7 0.878 £ 1.904
Urea (mg/dL) 12 54 29.07 £ 12.61
Creatinine (mg/dL) 0.3 1.5 0.75 +0.30
Sodium (mequiv./L) 131 153 137.5+4.4
Potassium (mmol/L) 3.2 5.1 3.98 = 0.49

WBC, white blood cell count; PLT, platelet count; AST, aspartate aminotransferase; ALT, alanine aminotransferase.

injuries are now widely accepted.’ Even the sphincterotomy
alone is useful in some cases via reducing the pressure in the
biliary tract and accelerating the closure of the leakage site. But
the main suggested and accepted treatment is sphincterotomy
with biliary plastic stent insertion if possible.'®"'2

Our study demonstrated that ERCP is associated with high
treatment success, minimal invasion, and low complication
rates in patients with post-operative bile duct injuries. Our high
treatment success rates support the efficacy and safety of
endoscopic therapy in accordance with the existing
literature."®'*™'> The general approach is to insert a biliary
stent following ES, which reduces the transpapillary pressure
gradient and gives the chance of the recovery of leakage.'®'?
However, the types and properties of stents to be applied are
not currently standardized. Katsinelos et al. inserted seven
French and 10 French diameter biliary plastic stents in patients
with post-operative biliary leakage and showed a similar clinical
improvement and treatment success rates in patients. Similarly,
Kaffes et al.'® stated in their study that the stent diameter has
no effect on treatment results. In addition, the use of fully cov-
ered self-expandable metal stents has increased for post-
operative bile injuries in recent years, especially in refractory
cases, and successful treatment has been reported with these
stents.'5'®

When we examine our patients according to the Amsterdam
and Strasberg classifications, we observed that the cystic duct
is the most common site for leakage, and the second common
site is aberrant branch of the right hepatic duct, which is com-
patible with the literature.? The literature states that a propor-
tion of patients are injured during surgery and are repaired
intraoperatively.' However, since our study consisted of

patients who underwent ERCP, we do not have any data of the
patients diagnosed intraoperatively.

No significant difference in laboratory data was found between
patients who underwent ERCP in the early and late periods, the
reason for that might be the low number of patients in this
study. In addition to that, it is known that not only laboratory
changes but also symptoms and signs play a significant role in
the early period of post-operative bile duct injuries.'”

The study performed by Fasoulas et al.”” reported that “surgery
to ERCP” period was long, and the main reason for this might
be that the physicians were not aware enough in the post-
operative early period. In addition to that, mild symptoms, non-
specific clinical presentations, and laboratory assays that do not
worsen rapidly may play a role.? Another study showed that
referring a patient with bile duct injury after LC after 4 days to a
specialist center had experienced more post-treatment compli-
cations, more invasive procedures, and longer hospitalization
as compared to the patients who referred before 4 days.”® Our
median time for ERCP was 6.5 days, which was similar to the lit-
erature. On the other hand, the present study showed that
ERCP was safe and effective whether “surgery to ERCP” time
was early or late.

In our study, four of 26 patients who underwent post-
cholecystectomy ERCP had stenosis. Three of them could not
be treated with ERCP, and additive intervention was required
(surgery or PTC). The last one is still followed up with stent
changes with 3-4 months intervals. Parlak et al.?' investigated
patients with post-cholecystectomy stenosis and reported that
increasing the number of stent insertion in recurrent ERCP pro-
cedures has favorable effects on long-term stenosis treatment.
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Most of the patients in our study needed two procedures of
ERCP. The main reason for this is to remove the biliary plastic
stents and to check the leakage status of the biliary tract. It is
controversial whether the second ERCP is essential in patients
with formerly ERCP and biliary plastic stenting for biliary leak-
age. Studies showed that pathological findings like refractory
leakage, stones, and mud can be seen in 22-28% of the
patients at the control ERCP in patients with biliary stent-
ing.?*? On the other hand, another study showed that only
one of 64 patients in control ERCP had bile duct stones, and
that endoscopic stent removal alone without cholangiography
could be more optimal for control ERCP.* Our data showed
that 81.8% of our patients who underwent stent insertion on
ERCP for biliary leakage had normal imaging on control chol-
angiography; however, 18.2% had bile duct stones. We
observed that biliary leakage was recovered in all of our
patients. Because of the high percent of stones or mud in
common bile duct, we consider that cholangiography with bili-
ary stent removal at the control ERCP should be routinely per-
formed. However, large-scale prospective randomized studies
are needed to support this suggestion. A current approach is
to use biodegradable stents for post-operative bile duct leak-
age, which provides fewer ERCPs. In the study performed by
Siiki et al., biliary plastic stents were inserted in 24 patients
with post-operative complications, and biodegradable biliary
stents were inserted in eight patients; no difference was
detected in treatment efficacy between them.?® Because bio-
degradable biliary stents are expensive and not commonly
used, we have used biliary plastic stents in all of our ERCP pro-
cedures. However, in the near future, we consider that the
use of this kind of stents will increase for post-operative bile
duct injury.

The major limitation of our study was its retrospective design
and low number of patients. But since our hospital is the refer-
ence center of the region, patients generally continued the
follow-up at our hospital, which strengthens our data.

CONCLUSION

ERCP is a safe and effective method that might be considered
before percutaneous procedures or surgery, providing defini-
tive diagnosis in almost all biliary tract injuries and treating suc-
cessfully in most of them. Biliary stenting effectively recovers
biliary leakage, and stent removal by repeat ERCP should be
performed to check the common bile duct for stones or mud,
instead of solely stent removal. The management of post-
operative biliary injuries must be done by an effective coopera-
tion of the radiologists, surgeons, and gastroenterologists.

Ethics Committee Approval: This study was approved by the ethics
committee of the Hitit University Faculty of Medicine with the number
2020/202.

Informed Consent: N/A
Peer-review: Externally peer-reviewed.

Author Contributions: Concept - T.D., HK, ES.A, B.Y, Design - T.D.,
H.K. ES.A., B.Y,; Supervision - T.D., HK, ES.A,, B.Y.; Resources - T.D., HK,;
Materials - T.D., HK, E.S.A,; Data Collection and/or Processing - T.D., HK,,
E.S.A.; Analysis and/or Interpretation - T.D., HK; Literature Search - T.D.,
H.K.; Writing Manuscript - T.D., H.K; Critical Review - T.D., HK,, B.Y.

Duzenli et al. Endoscopic Retrograde Cholangiopancreatography

Conflict of Interest: The authors have no conflicts of interest to declare.

Financial Disclosure: The authors declared that this study has received
no financial support.

REFERENCES

1. Pesce A, Palmucci S, La Greca G, Puleo S. latrogenic bile duct
injury: Impact and management challenges. Clin Exp Gastroenterol.
2019;12:121-128. [CrossRef]

2. Rustagi T, Aslanian HR. Endoscopic management of biliary leaks
after laparoscopic cholecystectomy. J Clin  Gastroenterol.
2014;48(8):674-678. [CrossRef]

3. Cohen JT, Charpentier KP, Beard RE. An update on iatrogenic bili-
ary injuries: Identification, classification, and management. Surg
Clin North Am. 2019;99(2):283-299. [CrossRef]

4. Pesce A, Portale TR, Minutolo V, Scilletta R, Li Destri G, Puleo S. Bile
duct injury during laparoscopic cholecystectomy without intrao-
perative cholangiography: A retrospective study on 1,100 selected
patients. Dig Surg. 2012;29(4):310-314. [CrossRef]

5. Roslyn JJ, Binns GS, Hughes EF, Saunders-Kirkwood K, Zinner MJ,
Cates JA. Open cholecystectomy. A contemporary analysis of
42,474 patients. Ann Surg. 1993;218(2):129-137. [CrossRef]

6. Bergman JJ, van den Brink GR, Rauws EA, et al. Treatment of bile
duct lesions after laparoscopic  cholecystectomy. Gut.
1996;38(1):141-147. [CrossRef]

7. Strasberg SM, Hertl M, Soper NJ. An analysis of the problem of bili-
ary injury during laparoscopic cholecystectomy. J Am Coll Surg.
1995;180(1):101-125.

8. Cotton PB, Lehman G, Vennes J, et al. Endoscopic sphincterotomy
complications and their management: An attempt at consensus.
Gastrointest Endosc. 1991;37:383-393. [CrossRef]

9. Donnellan F, Zeb F, Courtney G, Aftab AR. Successful outcome of
sphincterotomy and 7 French pigtail stent insertion in the man-
agement of post-cholecystectomy bile leaks. Hepatobiliary Pan-
creat Dis Int. 2009;8:309-311.

10. Kaffes AJ, Hourigan L, De Luca N, Byth K, Williams SJ, Bourke MJ.
Impact of endoscopic intervention in 100 patients with suspected
postcholecystectomy bile leak. Gastrointest Endosc. 2005;61:269-
275. [CrossRef]

11. Abdel-Raouf A, Hamdy E, El-Hanafy E, El-Ebidy G. Endoscopic
management of postoperative bile duct injuries: A single center
experience. Saudi J Gastroenterol. 2010;16(1):19-24. [CrossRef]

12. Tewani SK, Turner BG, Chuttani R, Pleskow DK, Sawhney MS. Loca-
tion of bile leak predicts the success of ERCP performed for post-
operative bile leaks. Gastrointest Endosc. 2013;77(4):601-608.
[CrossRef]

13. Sandha GS, Bourke MJ, Haber GB, Kortan PP. Endoscopic therapy
for bile leak based on a new classification: Results in 207 patients.
Gastrointest Endosc. 2004;60:567-574. [CrossRef]

14. Katsinelos P, Kountouras J, Paroutoglou G, et al. A comparative
study of 10-Fr vs. 7-Fr straight plastic stents in the treatment of
postcholecystectomy bile leak. Surg Endosc. 2008;22:101-106.
[CrossRef]

15. Fasoulas K, Zavos C, Chatzimavroudis G, et al. Eleven-year experi-
ence on the endoscopic treatment of post-cholecystectomy bile
leaks. Ann Gastroenterol. 2011;24(3):200-205.

16. Chaput U, Vienne A, Audureau E, et al. Temporary placement of
fully covered self-expandable metal stents for the treatment of
benign biliary strictures. United Eur Gastroenterol J. 2016;4(3):403-
412. [CrossRef]

17. Mangiavillano B, Luigiano C, Tarantino |, et al. Fully covered, self-
expandable metal stents for first-step endoscopic treatment of bili-
ary leaks secondary to hepato-biliary surgery: A retrospective
study. Dig Liver Dis. 2013;45(5):430-432. [CrossRef]

18. Canena J, Liberato M, Meireles L, et al. A non-randomized study in
consecutive patients with postcholecystectomy refractory biliary
leaks who were managed endoscopically with the use of multiple
plastic stents or fully covered self-expandable metal stents (with
videos). Gastrointest Endosc. 2015;82(1):70-78. [CrossRef]

19. Way LW, Stewart L, Gantert W, et al. Causes and prevention of lap-
aroscopic bile duct injuries: Analysis of 252 cases from a human
factors and cognitive psychology perspective. Ann Surg.
2003;237:460-469. [CrossRef]

147


https://doi.org/10.2147/CEG.S169492
https://doi.org/10.1097/MCG.0000000000000044
https://doi.org/10.1016/j.suc.2018.11.006
https://doi.org/10.1159/000341660
https://doi.org/10.1097/00000658-199308000-00003
https://doi.org/10.1136/gut.38.1.141
https://doi.org/10.1016/S0016-5107(91)70740-2
https://doi.org/10.1016/S0016-5107(04)02468-X
https://doi.org/10.4103/1319-3767.58763
https://doi.org/10.1016/j.gie.2012.11.026
https://doi.org/10.1016/S0016-5107(04)01892-9
https://doi.org/10.1007/s00464-007-9381-y
https://doi.org/10.1177/2050640615606550
https://doi.org/10.1016/j.dld.2012.11.013
https://doi.org/10.1016/j.gie.2014.11.038
https://doi.org/10.1097/01.SLA.0000060680.92690.E9

148

Diizenli et al. Endoscopic Retrograde Cholangiopancreatography

20.

21.

22.

Martinez-Lopez S, Upasani V, Pandanaboyana S, et al. Delayed
referral to specialist centre increases morbidity in patients with
bile duct injury (BDI) after laparoscopic cholecystectomy (LC). Int J
Surg. 2017;44:82-86. [CrossRef]

Parlak E, Disibeyaz S, Odemis B, et al. Endoscopic treatment of
patients with bile duct stricture after cholecystectomy: Factors pre-
dicting recurrence in the long term. Dig Dis Sci. 2015;60(6):1778-
1786. [CrossRef]

Jain V, Yeasted N, Pooran N. Necessity of a repeat cholangiogram
during biliary stent removal after postcholecystectomy bile leak.
Can J Gastroenterol. 2012;26:701-704. [CrossRef]

23.

24,

25.

Eur) Ther 2021; 27(2): 142-148

Cote GA, Ansstas M, Shah S, et al. Findings at endoscopic retrograde
cholangiopancreatography after endoscopic treatment of postchole-
cystectomy bile leaks. Surg Endosc. 2010;24:1752-1756. [CrossRef]
Coelho-Prabhu N, Baron TH. Assessment of need for repeat ERCP
during biliary stent removal after clinical resolution of postchole-
cystectomy bile leak. Am J Gastroenterol. 2010;105:100-105.
[CrossRef]

Siiki A, Vaalavuo Y, Antila A, et al. Biodegradable biliary stents pref-
erable to plastic stent therapy in post-cholecystectomy bile leak
and avoid second endoscopy. Scand J Gastroenterol. 2018;53(10-
11):1376-1380. [CrossRef]


https://doi.org/10.1016/j.ijsu.2017.06.042
https://doi.org/10.1007/s10620-014-3515-6
https://doi.org/10.1155/2012/487419
https://doi.org/10.1007/s00464-009-0842-3
https://doi.org/10.1038/ajg.2009.546
https://doi.org/10.1080/00365521.2018.1518480



