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Direct colonoscopic visualization of intrahepatic bile ducts in a
post-pancreaticoduodenectomy patient
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A 79-year-old female was evaluated in consultation
for painless jaundice. Past medical history was significant
for obstructive jaundice secondary to distal bile duct
stricture from a benign pancreatic head mass status post-
pancreaticoduodenectomy. She later developed recurrent
cholangitis and during surgical exploration was found
to have a left hepatic duct bifurcation stricture that was
resected. Four years later the patient presented with fatigue,
weight loss, and painless jaundice. Laboratory investigation
showed elevated total bilirubin of 9.4 mg/dL, alanine
aminotransferase 645 IU/L, aspartate aminotransferase
1088 IU/L, and alkaline phosphatase 183 IU/L. Endoscopic
retrograde  cholangiopancreatography =~ (ERCP)  was
performed to evaluate for possible recurrent biliary stricture.
A pediatric colonoscope was utilized to access the afferent
jejunal limb with the hepaticojejunostomy. The afferent limb
was intubated and the colonoscope was advanced freely
with excellent visualization of the intrahepatic bile ducts
at the anastomosis site (Fig. 1). The site of previous hepatic
duct stricture was identified (Fig. 2) with no recurrence of
stricture noted.

Assessment of biliary strictures remains difficult and
direct visualization of bile ducts is traditionally obtainable
through cumbersome flexible cholangioscopes or newer
‘SpyGlass’ (Boston Scientific, USA) cholangioscopy [1].
Bile duct visualization in post-surgical patients is less
well characterized and there is limited evidence available
regarding the role of ERCP in post-pancreaticoduodenectomy
patients [2,3].

Current indications for ERCP in post-Whipple patients
include: evaluation of suspected biliary obstruction; recurrent
pancreatitis; or persistent pain thought to be biliary or
pancreatic in origin [3]. In post-pancreaticoduodenectomy
patients, accessing the afferent limb to evaluate for bile
duct abnormalities may be an underutilized endoscopic
technique.
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Figure 1 Visualization of intrahepatic bile ducts using a colonoscope
after accessing the afferent jejunal limb with the hepaticojejunostomy

Figure 2 Evaluation of extensive network of intrahepatic bile ducts
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