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Case Report

Intraoperatively malpositioned stent as a complication of
common bile duct injury during laparoscopic cholecystectomy
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Injuries occurring during laparoscopic bile duct exploration in the course of laparoscopic cholecystectomy may represent
threatening complications and lead to inappropriate management. We present a case of patient with biliary colic who
underwent laparoscopic cholecystectomy. During the procedure, a common bile duct injury occurred, compelling con-
version to open approach, and the patient was treated using a manually inserted biliary stent. She was referred with
severe right upper quadrant pain six weeks after the surgery. Investigation with endoscopic retrograde chol-
angiopancreatography showed a malpositioned biliary stent with completely extra-biliary trajectory. This is thought to
be the first description of a malpositioned common bile duct stent through the common biliary duct as a complication
of the commonly performed surgical procedure of bile duct exploration. (Ann Hepatobiliary Pancreat Surg 2019;23:84-86)
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INTRODUCTION

The role of intraoperative common bile duct explora-
tion during laparoscopic cholecystectomy (LC), has been
the subject of debate. For patients with symptomatic gall-
stones and concomitant choledocholithiasis, a single-stage
surgical procedure is equivalent to two-stage “LC then en-
doscopic retrograde cholangiopancreatography (ERCP)” in
terms of clinical outcomes. Also, a routine intraoperative
cholangiography does not seem to reduce the number of
bile duct injuries or other missed injuries during surgery.'
Yet, the matter of LC versus open cholecystectomy with
respect to iatrogenic bile duct injuries has seen as a para-
digm shift over the years; more recent reports show that
the rates of bile duct injuries have now decreased to
0.08% and mirrors the historical figures quoted for open
cholecystectomies.” Furthermore, a study of the human
performance concepts related to bile duct injury showed

that misperception was a significant factor leading to er-

rors, more so than knowledge, skill, or judgment.” This
case represents the first report of an extra-anatomical bili-
ary stent that was intraoperatively inserted for bile duct
injury, highlighting once more the potential risks nowa-
days for the most frequently performed LC, the manage-
ment of its complications and a unique example of a mal-
positioned biliary stent with a completely extra-biliary

trajectory.

CASE

A 42-year-old woman with biliary colic was assessed
for an elective LC. Medical history was positive for factor
V Leiden coagulopathy, recurrent deep vein thromboses
and pulmonary embolisms (treated with lifelong anti-
coagulation).

Intraoperatively, severe inflammation of the gallbladder
required conversion to an open cholecystectomy. Due to

the occurrence of an intraoperative common bile duct in-
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jury, a stent was inserted manually under visual control
via the cystic duct in an anterograde direction. The injury
was located at the insertion of the cystic duct into the
common bile duct, was an anterior, partial transection
with loss of substance of 7-10 mm, resulting in a Type
D or E; iatrogenic bile duct injury in Strasberg classi-
fication.* Because of the loss of substance, the surgeon
preferred to place a stent rather than a T-tube. There was
no arterial injury. A drain was left in place in contact with
the cystic stump. On postoperative day 8, a bile leak oc-
curred and was treated by laparoscopic washout. The pa-
tient was subsequently discharged.

Six weeks later, she was referred to a tertiary academic
centre with severe right upper quadrant pain. On examina-
tion, she was found to be afebrile and normotensive, with

a distended abdomen and right upper quadrant tenderness.

On admission, blood tests showed: white blood cell count,
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14.4 g/L, normal serum amylase, aspartate transaminase
26 TU/L, alanine transaminase 179 IU/L, bilirubin 4 umol/L,
albumin 24 IU/L, globulin 42 g/L. An abdominal com-
puted tomography (CT) scan revealed no significant in-
tra-abdominal collection, but the common bile duct stent
was shown to be malpositioned, perforating the duodenum
and lying in the retroperitoneal cavity (Fig. 1). ERCP con-
firmed a malpositioned biliary stent, running parallel but
extra-anatomically to the common bile duct, which was
dilated to 3 cm. The stent could not be accessed and re-
moved by endoscopic means (Fig. 2). It was surgically re-
moved using an open approach and T-tube enabled biliary
drainage. Postoperatively, a resurgent leak of the cystic
duct was successfully managed with endoscopic insertion
of a biliary stent. The patient recovered completely fol-

lowing the procedure.

Fig. 1. X-ray and CT-scan. Im-
aging showing no abnormality
regarding the abdominal X-ray
(A) but a malpositioned biliary
stent at abdominal CT-scan (B).
The white arrow shows the bili-
ary stent.

Fig. 2. Endoscopic Retrograde
CholangioPancreatography. En-
doscopic Retrograde cholangio-
pancreatography (A: front side;
B: from the side) showing the
biliary stent (white arrow) out-
side the dilated common bile
duct (grey arrow).
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DISCUSSION

Reports on complications related to misplaced endoscopic
stents are rare,” whereas 1-20% of stents (depending on
the type) migrate in patients treated for benign and malig-
nant biliary strictures.’ As demonstrated for bile duct in-
juries during LC,’ the intraoperative mispositioning of a
biliary stent correlates to a surgeon's misperception of the
anatomy of the extra-hepatic bile duct system.’

Yet, when the incidence of bile duct injuries in laparo-
scopy has approximated that of the open procedure,” a low
threshold for conversion to open cholecystectomy should
be maintained for the benefit of the patient, especially in
situations of unclear anatomy.

Regarding repair of the bile duct injury, it should be
undertaken, either in the immediate (0-72 hours) or de-
layed (>6 weeks) periods after LC. Surgical options in-
clude choledochojejunostomies, hepaticojejunostomies, right
hepatectomies with biliary reconstruction and common
bile duct repair, depending on their Grade (Strasberg Clas-
sification A-E) status.” Yet, performing a complex repair
during the LC and inducing a bile duct injury are not
deemed to be very sensible approaches. Current standards
of care for patients with bile duct injuries involve multi-
modality treatment plans, e.g., surgical, radiologic, and
endoscopic collaborations.”

In conclusion, a malpositioned common bile duct stent
through the common biliary duct is seen as a complication
of repair of common bile duct injury and has never been
described. The same factors that contribute to inadvertent

bile duct injury (visual perceptual illusion, faults in tech-

nical skill, knowledge and judgment errors) played a role
in this case. When performing common bile duct explora-
tion and facing technical difficulties or not recognizing
the anatomy, the surgeon should not hesitate to perform
cholangiography and, if still unclear, should stop the pro-
cedure and perform an endoscopic common bile duct ex-

ploration, and perform conversion to an open approach.
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