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External Biliary Fistula
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We report 210 cases of external biliary fistula treated
in our clinics between 1970-1992. In 7 cases, fistulas
were formed after iatrogenic bile duct injury, in 4
cases after exploration of common bile duct, in 4
cases due to disruption of biliary-intestinal anasto-
mosis, and in 2 cases due to liver trauma. In 85 cases
bile leak was observed after cholecystomy, in 103
cases after hydatid disease surgery, and in 4 cases
after the passage of P.T.C. catheter. In one patient
the appearance of the fistula was due to sponta-
neous discharge of a gallbladder empyema. 173
cases were managed conservatively, and 37 cases
surgically.
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INTRODUCTION

External biliary fistulas represent a well recog-
nized complication of biliary surgery frequently
necessitating laparotomy for its management [1,
2, 3]. By studying our series of external biliary
fistulas we tried to provide some guidelines for
the correct management of this difficult surgical
problem.

MATERIAL AND METHOD

Two hundred and ten patients with external
biliary fistulas treated in the 1st Propedeutic and
4th Surgical Clinics from 1970 to 1992 were
included in the study. Fistula formation occurred
in 7 patients due to operative trauma of common
bile duct, (5 during cholecystectomy, and 2
during gastrectomy), in 4 patients, after explora-
tion of the common bile duct, (2 due to retained
bile duct stone and 2 after removal of the T-tube),
in 4 following disruption of biliary—intestinal
anastomosis, in 2 after liver trauma. There were
also 85 postcholecystostomy biliary fistula, 103
associated with hydatid syrgery, 4 due to
passage of PTC catheter for malignant jaundice
and one spontaneous fistula associated with
suppurative cholecystitis. Tube cholangiography
or fistulography, were performed in 180 of the
patients, transhepatic percutaneous cholangio-
graphy or endoscopic procedures were useful
in 6 and 10 cases relatively, and sonogram or
computerized tomogram were done if the fistula
was related to hydatid disease of the liver.
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RESULTS

One hundred and seventy three patients were
conservatively and 37 surgically managed.
(Tabs. I, II).

In the cholecystomy group there were three
postoperative deaths. One patient with emphy-
sematous cholecystitis died on the third posto-
perative day from sepsis, another one with
calculus cholecystitis on the tenth day from
cardiorespiratory failure and the third, 90 years
of age, morbidly obese with cholelithiasis, after
3 months of complicated hospitalization.

In the hydatid group three patients died one
during his stay in the hospital and 2 after a
period of time. One 60 year old obese patient,
with multiple hydatid cysts of the liver, compli-
cated with suppuration, died on the 20th posto-
perative day from sepsis. One patient, initially

treated elsewhere for hydatid of the liver
succumbed in our clinic 3 years later with
secondary biliary cirrhosis. The patient who
underwent the fistulojejunal anastomosis for
biliary fistula, died 5 years later with bouts of
cholangitis and secondary biliary cirrhosis.

The temporary deliberate external fistula in 3
of the 4 patients with cancer of proximal bile
duct and jaundice remained in place, until their
death after an average 6 months period.

Of the 185 survivors, follow—-up period,
ranged 2 to 24 years.

DISCUSSION

External biliary fistula continues to be a
problem. The persistent discharge of bile posto-

TABLE I Conservative management of external biliary fistulas

Time to closure

Patients
Iatrogenic 3 (out of 7)
* Postcholedochotomy 3 (out of 4)
Anastomotic leakage 4 (out of 4)
*Liver trauma 2 (out of 2)

62 (out of 85)
95 (out of 103)
4 (out of 4)

Postcholecystostomy
** Hydatid surgery
Interventional radiology

10-30 days (mean 17)
3-45 days (mean 16)
10-20 days (mean 15)
15-20 days (mean 17)
15-20 days (mean 18)
10 days—8 months

Total 173 (out of 210)

*Spincterotomy (2 cases). Reinsertion of T-tube (1 case)
** Qctreotide (2 cases)
**Octreotide (1 case).

TABLE II Operative management of external biliary fistulas

Time to operation

Patients
*[atrogenic 4 (out of 7)
** Postcholedochotomy 1 (out of 4)

23 (out of 85)
8 (out of 103)
1 (out of 1)

*#* Postcholecystostomy
** Hydatid disease surgery
»t Spontaneous fistula

15-45 days (mean 20)
3 days
1-4 months (mean 3)

1, 5-6 months (mean 3)

2-3 days

Total 37(out of 210)

* Hepatojejunal anastomosis
**Drainage of bile ascites
*** Cholecystectomy

»*** Fistulojejunal anastomosis (1 case), distruption of omentoplasty (lcase), replacement of the tube drainage (6

cases)
*x Cholocystectomy.
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peratively is probably meaning an unrecognized
surgical error or abnormal pathology around the
biliary tree and results in unexpected prolonga-
tion of hospitalization [1, 2, 3]. Conservative
management, as in this series, solve the problem
in many cases otherwise an operation becomes
mandatory [1, 4, 6, 71.

The treatment of “iatrogenic fistula” must be,
undertaken by experienced surgeons. The de-
layed repair, as in our cases, with an biliodiges-
tive anastomosis is generally easier than an early
one. This is due to resolution of the local
inflammation and dilatation proximal, to the
stricture [2, 4, 51.

In the postcholedochotomy fistula endoscopic
sphincterotomy as in our 2 cases, or endoscopic
insertion of nasobiliary tube or endoprosthesis,
are effective methods [1, 2, 6].

The management of postanastomotic leakage
is usually easy, without operative intervention.
The synthetic somatostatin analogue, inhibits
bile secretion [1]. In two of our patients, it was
useful.

In most the patients with a cholecystostomy
and an unobstructed bile system, the fistula
gradually resolves [3].

The hydatid surgery fistulas, in the absence of
outflow obstruction in the distal bile duct, as in
most of our cases, spontaneously stop [7]. We
have noticed the beneficial role of octreotide in
one and sphincterotomy in another of our
patients. Total cystopericystectomy, not often
feasible, or more radical operations obviate the
complication of bile leakage. The mortality rate
in this group was low and the time of death in
the 3 patients was remote.

Biliary fistulation after intervation radiology
for management of obstructive jaundice is
considered a preventable ((iatrogenic)) complica-
tion [1]. As in our series, successful external
transhepatic bile drainage remains permanent, or
can be followed by a successful surgical or percu-
taneous endoprosthesis.

The single spontaneous external biliary fistula
in our series, represents a rare situation [8].
Tratement is cholecystectomy with excision of
the fistulous tract.
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