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Variant 1:

Initial therapeutic procedure for a patient with dilated bile ducts from choledocholithiasis.
Procedure

Appropriateness Category

Endoscopic internal biliary catheter (removable plastic stent)

Usually Appropriate

Percutaneous internal/external biliary catheter

May Be Appropriate

Surgery

Usually Not Appropriate

Medical management only

Usually Not Appropriate

Permanent biliary metallic stent

Usually Not Appropriate

Removable biliary covered stent

May Be Appropriate

Endoscopic US-guided biliary drainage (EUS-BD)

May Be Appropriate

Variant 2:

Initial therapeutic procedure for a patient with elevated bilirubin and suspected sclerosing
cholangitis.
Procedure

Appropriateness Category

Endoscopic internal biliary catheter (removable plastic stent)

Usually Appropriate

Percutaneous internal/external biliary catheter

May Be Appropriate

Surgery

Usually Not Appropriate

Medical management only

May Be Appropriate

Permanent biliary metallic stent

Usually Not Appropriate

Removable biliary covered stent

Usually Not Appropriate

Variant 3:

Initial therapeutic procedure for a liver transplant recipient with elevated bilirubin and
suspected biliary anastomotic stenosis or bile leak, with no dilated ducts.
Procedure

Appropriateness Category

Endoscopic internal biliary catheter (removable plastic stent)

Usually Appropriate

Percutaneous internal/external biliary catheter

Usually Appropriate

Surgery

Usually Not Appropriate

Medical management only

Usually Not Appropriate

Permanent biliary metallic stent

Usually Not Appropriate

Removable biliary covered stent

May Be Appropriate

Endoscopic US-guided biliary drainage (EUS-BD)
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Variant 4:

Initial therapeutic procedure for a patient with bile leak and dilated bile ducts following
laparoscopic cholecystectomy.
Treatment/Procedure

Rating

Endoscopic internal biliary catheter (removable plastic stent)

Usually Appropriate

Percutaneous internal/external biliary catheter

Usually Appropriate

Surgery

May Be Appropriate

Medical management only

Usually Not Appropriate

Permanent biliary metallic stent

Usually Not Appropriate

Removable biliary covered stent

Usually Not Appropriate

Endoscopic US-guided biliary drainage (EUS-BD)

Usually Not Appropriate

Variant 5:

Initial therapeutic procedure for a patient with dilated bile ducts and suspected biliary sepsis
or acute cholangitis.
Procedure

Appropriateness Category

Endoscopic internal biliary catheter (removable plastic stent)

Usually Appropriate

Percutaneous internal/external biliary catheter

Usually Appropriate

Surgery

Usually Not Appropriate

Medical management only

Usually Not Appropriate

Permanent biliary metallic stent

Usually Not Appropriate

Removable biliary covered stent

Usually Not Appropriate

Endoscopic US-guided biliary drainage (EUS-BD)
Variant 6:

May Be Appropriate

Initial therapeutic procedure for a patient with malignant common bile duct obstruction (eg,
pancreatic carcinoma).
Procedure

Appropriateness Category

Endoscopic internal biliary catheter (removable plastic stent)

Usually Appropriate

Percutaneous internal/external biliary catheter

Usually Appropriate

Surgery

May Be Appropriate

Medical management only

Usually Not Appropriate

Permanent biliary metallic stent

May Be Appropriate

Removable biliary covered stent

May Be Appropriate

Endoscopic US-guided biliary drainage (EUS-BD)

May Be Appropriate
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Variant 7:

Initial therapeutic procedure for a patient with hilar biliary obstruction from malignant
etiology (eg, Klatskin tumor).
Procedure

Appropriateness Category

Endoscopic internal biliary catheter (removable plastic stent)

May Be Appropriate

Percutaneous internal/external biliary catheter

Usually Appropriate

Surgery

May Be Appropriate

Medical management only

Usually Not Appropriate

Permanent biliary metallic stent

May Be Appropriate

Removable biliary covered stent

May Be Appropriate

Endoscopic US-guided biliary drainage (EUS-BD)
Variant 8:

Usually Not Appropriate

Initial therapeutic procedure for a patient with dilated bile ducts and coagulopathy (INR
>2.0 or platelet count <60 K).
Procedure

Appropriateness Category

Endoscopic internal biliary catheter (removable plastic stent)

Usually Appropriate

Percutaneous internal/external biliary catheter

May Be Appropriate

Surgery

Usually Not Appropriate

Medical management only

May Be Appropriate

Permanent biliary metallic stent

Usually Not Appropriate

Removable biliary covered stent

Usually Not Appropriate

Endoscopic US-guided biliary drainage (EUS-BD)

Usually Not Appropriate

Variant 9:

Initial therapeutic procedure for a patient with dilated bile ducts and moderate to massive
ascites.
Procedure

Appropriateness Category

Endoscopic internal biliary catheter (removable plastic stent)

Usually Appropriate

Percutaneous internal/external biliary catheter

May Be Appropriate

Surgery

Usually Not Appropriate

Medical management only

May Be Appropriate

Permanent biliary metallic stent

Usually Not Appropriate

Removable biliary covered stent

May Be Appropriate

Endoscopic US-guided biliary drainage (EUS-BD)
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RADIOLOGIC MANAGEMENT OF BILIARY OBSTRUCTION
Expert Panel on Interventional Radiology: Alexandra H. Fairchild, MDa; Eric J. Hohenwalter, MDb;
Matthew G. Gipson, MDc; Waddah B. Al-Refaie, MDd; Aaron R. Braun, MDe; Brooks D. Cash, MDf;
Charles Y. Kim, MDg; Jason W. Pinchot, MDh; Matthew J. Scheidt, MDi; Kristofer Schramm, MDj;
David M. Sella, MDk; Clifford R. Weiss, MDl; Jonathan M. Lorenz, MD.m
Summary of Literature Review
Introduction/Background
Since the late 1970s, percutaneous biliary drainage has been used in the management of biliary obstruction
resulting from benign and malignant causes. In the setting of acute cholangitis, percutaneous biliary
decompression can be lifesaving; for patients with cancer who are receiving chemotherapy, untreated obstructive
jaundice may lead to biochemical derangements that often preclude continuation of therapy unless biliary
decompression is performed [1,2] (see the ACR Appropriateness Criteria® topic on “Jaundice” [3]).
Discussion of Procedures by Variant
Variant 1: Initial therapeutic procedure for a patient with dilated bile ducts from choledocholithiasis.
Medical Management versus Decompression
Biliary disease related to gallstones is common, with an estimated 10% to 15% of the adult population in the
United States having gallstones [4]. Acute biliary obstruction caused by choledocholithiasis is a potentially lifethreatening condition that requires biliary decompression in nearly all cases, though initial medical management is
indicated to stabilize hemodynamic status and treat local and systemic infection. Common bile duct (CBD) stones
are present in approximately 10% of those with gallstone disease [4]. Even in the absence of symptoms,
choledocholithiasis requires intervention because of the risk of developing obstructive jaundice, cholangitis, acute
pancreatitis, and potentially secondary biliary cirrhosis. Prior to the 1970s and the widespread adoption of
endoscopic retrograde cholangiography (ERCP), bile duct surgery was the mainstay of treatment for
choledocholithiasis. Evaluation of nationwide therapeutic trends for choledocholithiasis by ICD-9-CM codes from
1998 to 2013 demonstrates that ERCP use for choledocholithiasis increased from 16.7 to 22.1 per 100,000. This
represents an increase from 75.2% to 96.1% in the utilization of ERCP in the management of choledocholithiasis.
During the same period, common duct exploration decreased from 5.2 to 0.8 per 100,000. Percutaneous
management also decreased from 0.3 to 0.1 per 100,000 [5].
Endoscopic Treatment
Stone Removal
The mainstay of therapy for choledocholithiasis is endoscopic biliary sphincterotomy and stone extraction during
ERCP, with a reported success rate of 90% [6-8]. In some cases, particularly those involving large (>10–15 mm)
or impacted stones, additional therapy in the form of lithotripsy or stone fragmentation may be required [9].
Lithotripsy has a reported success rate of 79%; however, upwards of 30% of patients may require multiple
sessions to clear the stones completely [9]. In cases of incomplete stone extraction or severe acute cholangitis,
placement of an internal plastic stent is standard to ensure adequate biliary drainage.
Sphincterotomy and Stent Placement
Endoscopic sphincterotomy carries with it a 6% to 10% major complication rate; however, this increases
significantly in the elderly population, in whom major complication rates are reported to be as high as 19% with a
mortality rate of 7.9% [10]. Immediate endoscopic placement of a plastic biliary stent is a safe and effective
method to achieve temporary biliary drainage; however, the risk of recurrent cholangitis remains until the CBD
a
Research Author, Medical College of Wisconsin, Milwaukee, Wisconsin. bPanel Chair, Froedtert & The Medical College of Wisconsin, Milwaukee,
Wisconsin. cRadiology Imaging Associates, Englewood, Colorado. dGeorgetown University Hospital, Washington, District of Columbia; American College
of Surgeons. eSt. Elizabeth Regional Medical Center, Lincoln, Nebraska. fUniversity of Texas McGovern Medical School, Houston, Texas; American
Gastroenterological Association. gDuke University Medical Center, Durham, North Carolina. hUniversity of Wisconsin, Madison, Wisconsin. iCentral
Illinois Radiological Associates, University of Illinois College of Medicine, Peoria, Illinois. jStony Brook University School of Medicine, Stony Brook, New
York. kMayo Clinic, Jacksonville, Florida. lJohns Hopkins Bayview Medical Center, Baltimore, Maryland. mSpecialty Chair, University of Chicago Hospital,
Chicago, Illinois.
The American College of Radiology seeks and encourages collaboration with other organizations on the development of the ACR Appropriateness
Criteria through society representation on expert panels. Participation by representatives from collaborating societies on the expert panel does not necessarily
imply individual or society endorsement of the final document.
Reprint requests to: publications@acr.org

ACR Appropriateness Criteria®

4

Radiologic Management of Biliary Obstruction

has been cleared [10]. Recently, endoscopic placement of covered self-expandable metal stents (SEMS) has been
investigated for their prolonged patency and decreased need for multiple reinterventions as required with
traditional plastic stents; however, data are limited [7,11].
Techniques for Challenging Anatomy
Additional case reports of more novel approaches to biliary decompression and stone removal exist utilizing
endoscopic ultrasound (EUS)-guided placement of a fully covered metallic stent to treat stones when traditional
ERCP fails; however, long-term results and larger studies are lacking [12]. Uncovered SEMS have also been
investigated as a potential alternative to traditional plastic stents, though they are generally not advocated in
benign disease as they cannot be removed, become completely epithelialized by 1 year, and are prone to occlusion
[11].
Several endoscopic approaches exist for challenging, generally postsurgical anatomy. Conventional side-viewing
endoscopes to access the papilla in a patient’s Roux-en-Y anatomy has a success rate of approximately 33% [13].
Wright et al [14] reported improved success by accessing the afferent limb with a forward-facing colonoscope and
subsequently passing a duodenoscope over it. With this technique, a 66% cannulation rate was reported.
Greater therapeutic success has been demonstrated with overtube-assisted techniques, which includes singleballoon enteroscopy (SBE), double-balloon enteroscopy (DBE), and spiral enteroscopy (SE). These techniques all
involve pleating the small bowel sequentially over the endoscope. There have been several small studies reporting
the successes of each overtube technique. In one of the largest cohorts, Siddiqui et al [15] reported successful
papilla cannulation in 74% (29 of 39) of patients with Roux-en-Y anatomy using DBE-assisted ERCP. Emmett et
al [16] presented 14 patients with prior Roux-en-Y with an 88% successful cannulation rate using DBE. The less
time consuming and technically easier SBE-assisted ERCP has a reported success rate between 88% and 92%
[17,18]. Finally, with the development of the rotating overtube series evaluating SE-assisted ERCP in surgically
altered anatomy were published with a reported success rate between 61% and 80% [19]. Studies evaluating these
3 methods have failed to demonstrate any significant difference in the results of the 3 techniques [20,21].
Percutaneous Treatment
Endoscopic CBD stone removal fails in approximately 5% to 10% of cases [10], necessitating a percutaneous
approach. Additionally, a subset of patients exists that may benefit from a primary percutaneous approach. This
includes some patients with surgically altered upper gastrointestinal anatomy or difficult-to-reach stones
(intrahepatic or associated stenosis) [6,22]. In some patients with Roux-en-Y gastrojejunostomy or Roux-en-Y
hepaticojejunostomy anatomy, the duodenoscope may not have the length required to navigate a long Roux limb
to reach the biliary tree. Additionally, even in those patients whose postsurgical anatomy does not preclude
reaching the major papilla, such as those with Billroth II gastrojejunal anatomy, bleeding (up to 17% of patients)
and luminal perforations (reported as high as 5% of patients) are more frequent in postsurgical anatomy [6,22]. In
patients with hepatolithiasis, with large or impacted stones, who are elderly, or are in critical condition, a
percutaneous first approach may be considered.
Multiple percutaneous transhepatic options are available, including decompression with a percutaneous biliary
drain, balloon dilatation and stone removal, percutaneous transhepatic endoscopic biliary holmium laser
lithotripsy, and combined endoscopic and percutaneous procedures.
Biliary Catheter Placement
In the case of biliary sepsis, biliary decompression with placement of internal/external drain or external biliary
catheter where the stone cannot be primarily crossed can be lifesaving. Pessa et al [23] demonstrated resolution of
sepsis in 100% of patients within 24 hours of percutaneous biliary drainage despite 17% of patients presenting
with nondilated ducts and reported a 7% complication rate.
Stone Removal
After appropriate biliary decompression, various techniques are used to remove stones, including balloon
dilatation of the papilla and/or biliary strictures, forceful irrigation, and use of balloon-tipped catheters to sweep
the stones into the duodenum [6,22,24]. Following stone removal, an internal/external catheter should be placed to
ensure adequate decompression of the biliary tree. The drain can be removed when free flow of contrast into the
duodenum is confirmed on follow-up evaluation [25]. Success rates utilizing a percutaneous approach have been
reported upwards of 95% to 100% in small series; however, this is dependent on equipment used and experience
of the operator [24]. For this document, it assumed all procedures are performed by an expert.
ACR Appropriateness Criteria®
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Ozcan et al [25] presented 261 symptomatic patients who underwent percutaneous bile duct stone removal. Once
percutaneous access was obtained, percutaneous transhepatic balloon dilatation of the papilla of Vater was
performed, and the stone was pushed into the duodenum with a Fogarty balloon. For stones >15 mm, basket
lithotripsy was performed prior to balloon dilation. Once the ducts were cleared of stones, an external biliary drain
was left for a minimum of 2 days. A follow-up cholangiogram would then be performed, and if free flow of
contrast into the duodenum was confirmed, the catheter was withdrawn. They reported a success rate of 95.7%
with a 6.8% major complication rate. Complications included cholangitis, biloma, hematoma, abscess, CBD and
duodenal perforation, bile peritonitis, gastroduodenal artery pseudoaneurysm, and right hepatic artery transection.
Techniques for Challenging Anatomy
A rendezvous technique is occasionally used in the case of a papilla that is difficult to cannulate endoscopically,
often when prior endoscopic attempts have failed [26]. Percutaneous access into the biliary ducts and a guidewire
is navigated into the small bowel and presented to the endoscopist. The endoscopist then snares this guidewire
and utilizes it to help navigate the endoscope and cannulate the papilla. Calvo et al [26] reported their experience
with the rendezvous technique. Over a 7-year period, 1,753 ERCPs were performed. ERCP failed to resolve the
obstruction in 12 patients with choledocholithiasis who were considered poor surgical candidates. The rendezvous
technique was successful in all but 1 patient. One complication, a retroperitoneal perforation caused by
sphincterotomy, was reported.
In some cases, nondilated biliary ducts may prove difficult to cannulate. Percutaneous access into the gallbladder
is an alternative path to decompress the biliary tree. Okuno et al [27] describe a series of 6 patients with
choledocholithiasis and nondilated intrahepatic ducts who had previously failed ERCP in the setting of surgically
altered anatomy. In all cases, percutaneous access was made into the gallbladder and a guidewire was passed
through the CBD into the small bowel. With this method, successful biliary cannulation by the enteroscope was
made in all cases, and the stones cleared in 5 of the 6 cases.
Surgery
Surgical CBD exploration was the procedure of choice several decades ago; however, it is now generally
considered only when stones cannot be managed nonsurgically. Open CBD exploration carries a morbidity of
20% to 40% and mortality of 1.3% to 4%, and it may fail to clear the duct of all stones. More recently,
laparoscopic exploration of the CBD has grown in popularity and is generally indicated in patients with a wide
CBD (>9 mm) to avoid subsequent development of strictures [25]. Laparoscopic CBD exploration is highly
successful, with reported success of up to 95% and complication rates of 5% to 18% [25]. In patients undergoing
a laparoscopic cholecystectomy, laparoscopic CBD exploration may be preferable to endoscopic duct clearance
before or after surgery [28].
Variant 2: Initial therapeutic procedure for a patient with elevated bilirubin and suspected sclerosing
cholangitis.
Sclerosing cholangitis is a heterogeneous group of syndromes resulting in inflammation, scarring, and destruction
of the bile ducts. Cholangitis can be divided into 3 broad categories: primary sclerosing cholangitis (PSC),
secondary cholangitis, and immune cholangitis.
Medical Management
PSC is a chronic progressive cholestatic disease characterized by inflammation and fibrosis of the intrahepatic and
extrahepatic bile ducts. Currently the only definitive treatment is transplantation; however, multiple medical and
interventional therapies exist to treat symptoms and complications of the disease. Medical therapy, including
ursodeoxycholic acid and corticosteroids, along with endoscopic and percutaneous dilatation of biliary strictures
and drainage, or surgical resection of isolated biliary strictures, may improve quality of life; however, definitive
evidence of prolonged survival is lacking [29,30]. Because of this, many advocate treating these patients in a
tertiary hospital to facilitate a multidisciplinary approach without jeopardizing future transplantation [29,30].
Selection of antibiotics should include those with a broad range of antimicrobial activity with good penetration
into the bile ducts. Examples include third-generation cephalosporins, ureidopenicillins, carbapenems, and
fluoroquinolones [31].
The beneficial role for antibiotics in PSC is controversial. While a high rate of positive cultures has been reported
for PSC patients, antibiotic therapy for 12 weeks with rifaximin resulted in no significant effects on the clinical
course of PSC [32]. Conversely, vancomycin with ursodeoxycholic acid therapy resulted in decreased liver
ACR Appropriateness Criteria®

6

Radiologic Management of Biliary Obstruction

enzymes [33]. Similarly, metronidazole with ursodeoxycholic acid therapy resulted in significantly decreased
alkaline phosphatase enzyme when compared to ursodeoxycholic acid and placebo [34].
Endoscopic versus Percutaneous Treatment
The development of focal, high-grade strictures, also known as dominant strictures, may develop de novo or on a
background of diffuse ductal disease and result in impaired biliary drainage, resulting in pruritus, jaundice, and
recurrent cholangitis. Prior to 1990, these strictures were managed surgically with biliary resection or bilioenteric
anastomosis [35]. Current management favors an endoscopic approach as it is less invasive, can be performed as
an outpatient procedure, and can be repeated as necessary [29]. Dilatation of biliary strictures is preferred over
medical management alone as it improves symptoms and delays the need for orthotopic liver transplant [29].
When compared with a percutaneous approach, an endoscopic approach also offers patients a better quality of life
without an external drain [35]. However, there are instances in which an endoscopic approach is unable to treat a
stricture necessitating a percutaneous approach.
Endoscopic and percutaneous biliary dilatation of dominant strictures results in clinical and biochemical
improvements in approximately 80% of noncirrhotic patients and has even shown reversal of secondary liver
fibrosis [29,36,37]. The 5-year transplant-free survival rates of patients undergoing endoscopic treatment of a
dominant stricture is 81% to 94%, as compared to the 65% to 78% predicted by the Mayo Clinic model [38]. An
initial endoscopic approach generally includes placement of a stent intended to improve patency of the duct;
however, biliary stents are associated with increased risk of cholangitis (up to 50%) because of their occlusion
over time [39]. Small retrospective reports of short-term stenting (<2 weeks) demonstrate improvements in
clinical and biochemical parameters for 83% of patients, without reintervention at 1 year for 80% of patients
[29,38]. Randomized controlled trials comparing short-term stenting versus balloon dilatation are underway with
results pending. Currently, both European and American guidelines recommend that stricture dilatation alone be
undertaken as the treatment of choice for dominant strictures [35].
It should be noted that rates of ERCP-related adverse events are higher among PSC patients than non-PSC
patients, reported at 7% to 18% and 3% to 11%, respectively [29]. Some authors attribute this difference to the
complexity of the patient’s disease, resulting in prolonged ERCP procedures and increased number of required
intraprocedural maneuvers [29].
Stent Options
As with other benign biliary strictures, polymeric temporary stents (aka plastic stents) remain the mainstay of
endoscopic therapy when stenting is desired. SEMS were an attractive alternative for management of benign
strictures because of their larger diameters and radial expansion. In theory, they should provide continuous
centrifugal dilatation with improved resolution of a stenosis. However, in practice, these stents are less desirable
in the treatment of benign diseases as they induce tissue hyperplasia with subsequent tissue ingrowth and
occlusion [11]. In answer to this problem, covered SEMS were introduced. These provide the same benefits of a
bare SEMS; in addition, the presence of a silicone coating allows for their endoscopic removal, making them
more attractive for benign disease. However, this same silicone coating increases the risk of stent migration [11].
Additionally, increased rates of cholecystitis and pancreatitis are noted to follow the placement of covered
metallic stents compared with plastic stents [40].
Surgery
Ahrendt et al [41] retrospectively compared the results of surgical resection versus nonoperative management of
dominant strictures in 146 PSC patients. This study showed the greatest decline in serum bilirubin and overall 5year survival in those patients undergoing resection as compared to percutaneous or endoscopic treatment. They
concluded that surgical resection provides a durable result in well-selected patients. More recent data supports
surgical extrahepatic biliary resection, including the hepatic duct bifurcation in the explant, as an alternative to
transplantation in patients without cirrhosis. Pawlik et al [42] reported on 50 patients who underwent resection,
none of whom subsequently developed cholangiocarcinoma over a 10-year follow-up period, in which the
historical risk of cholangiocarcinoma was 6% to 20% usually within the first 2 years of diagnosis. This success is
thought to be the result of the inclusion of the hepatic duct bifurcation in the resected tree, as transplant data have
shown that 70% of cancers are incidentally found at the bifurcation in the explant [43].
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Variant 3: Initial therapeutic procedure for a liver transplant recipient with elevated bilirubin and
suspected biliary anastomotic stenosis or bile leak, with no dilated ducts.
Biliary complications following orthotropic liver transplantation (OLT) are an important cause of graft loss and
are associated with significant morbidity and mortality. The incidence of biliary complications is between 17%
and 25%, over half of which are caused by biliary strictures [44,45]. Bile ducts in the transplanted liver are
extremely sensitive to injury and can manifest as anastomotic strictures, nonanastomotic strictures, anastomotic
leak, and biliary obstruction. Each complication is unique in its timing in the postoperative period and optimal
management.
Bile Leaks—Endoscopic versus Percutaneous Treatment
Bile leaks occur in 5% to 15% of OLTs, usually within 1 month of transplant, as a result of technical problems or
insufficient arterial bile duct vascularization [46]. Late bile leaks are most often related to T-tube removal, which
is reported in approximately 1% of cases [46,47]. Smaller leaks may be successfully treated with endoscopic
sphincterotomy or percutaneous drainage of a biloma; however, endoscopic stents are required for larger leaks
with short-term follow-up and removal [48]. In the case of failed endoscopic approach or hepaticojejunostoic
anastomosis, a transhepatic percutaneous approach with internal-external drainage is highly effective but can be
technically challenging in the absence of ductal dilatation [46].
Biliary Strictures—Endoscopic versus Percutaneous Treatment
Biliary strictures are generally considered late complications, occurring within 6 months of transplantation [46].
An anastomotic biliary stricture, as the name implies, involves an anastomotic site and is thus isolated. Dilation of
the narrowed portion of the duct either endoscopically or percutaneously has largely replaced surgery because of
the lower morbidity and mortality rates [49], with the endoscopic approach being favored when feasible because
of reduced morbidity and better patient comfort [46]. Endoscopic sphincterotomy, balloon dilatation, and plastic
stent placement has a reported success rate of approximately 75% [46,50].
A recent meta-analysis evaluated outcomes of endoscopic intervention for biliary anastomotic strictures after liver
transplant using balloon dilatation alone versus balloon dilatation with insertion of a plastic stent. The incidence
of initial treatment failure was lower with balloon dilatation alone (5%) than with balloon dilatation with plastic
stent (8%). However, this meta-analysis also found that the rate of stricture recurrence was higher when initial
treatment was with balloon dilatation alone versus balloon dilatation and stent placement (33% versus 27%) [51].
A randomized clinical trial comparing fully covered metal stents (n = 10) versus plastic stents (n = 10) for
anastomotic strictures after liver transplantation found similar rates of successful endoscopic treatment and
stricture recurrence but a 40% reduction in absolute risk of endoscopic therapy in the metal stent group compared
with the plastic stent group [52]. This study was limited by the small number of enrolled patients.
There are instances in which the postsurgical anatomy may be difficult for endoscopic treatment. Such instances
include a “crane neck deformity” in which the size discrepancy in the CBD of the donor and recipient results in a
sharp angulation at the anastomosis [53,54]. When leaks occur in conjunction with strictures, difficulty can arise
when attempting to cross the stenosis endoscopically as the guidewire may preferentially slip into the
discontinuity [54]. In these settings, a percutaneous approach is appropriate.
Several techniques to dilate the biliary stricture using a percutaneous technique have been described. These
include placement of an internal-external biliary drain with sequential upsizing, stenting via the percutaneous
route, and a rendezvous technique. The latter minimizes the need for percutaneous tract dilatation [54,55].
One author reported a technical success rate of ERCP in post-transplant patients of 75%, with the majority of
these patients successfully treated with a percutaneous approach. They reported 9% of patients failed both ERCP
and percutaneous transhepatic biliary dilatation. These patients required hepaticojejunostomy [56].
Early reports of percutaneous treatment of anastomotic biliary strictures had varied results with recurrent
strictures occurring in 16% to 44% of cases [49]. More recently, Gwon et al [49] described a dual catheter
technique for percutaneous dilatation of anastomotic strictures in 79 patients with a reported primary patency of
91% at 3 years.
Surgery
Patients with anastomotic bile leaks and biliary strictures refractory to endoscopic or percutaneous treatment may
be candidates for surgical revision. In addition, nonanastomotic or diffuse biliary strictures have a more guarded
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prognosis resulting from ischemic events. While medical therapies with ursodeoxycholic acid and antibiotic
prophylactics and long-term stenting of ducts are described, these patients often require retransplantation
[46,57,58]. Independent of the underlying etiology, early diagnosis and intervention following OLT increases
patient survival [59].
Variant 4: Initial therapeutic procedure for a patient with bile leak and dilated bile ducts following
laparoscopic cholecystectomy.
Bile duct injuries occur in approximately 0.5% of patients annually after laparoscopic cholecystectomy [60,61],
leading to high morbidity and mortality, reduced long-term survival, and impaired quality of life [60,61].
Approximately 25% to 32% of bile duct injuries are recognized at the time of initial surgery [62]; however, the
majority of biliary injuries go unrecognized at the time of cholecystectomy, only to manifest days, months, or
years later [61].
Once identified, the management of iatrogenic bile duct injury will be largely dependent on the type, extent, and
level of injury that has occurred, the patient’s condition, and availability of experienced hepatobiliary surgeons.
For this document, it is assumed all procedures are performed by an expert. Several classification schemes exist to
aid in management. The Bismuth Classification [63] is an early system based on experience with open
cholecystectomy, whereas Strasberg et al [64] took laparoscopy into consideration. A more recent classification
offered by Bektas et al [65] gives greater detail of each lesion with better correlation between injury and
management.
Acute Biliary Injury–Endoscopic versus Percutaneous Treatment
Damage to small peripheral ductal branches or the cystic duct stump can be definitively treated with endoscopic
placement of a biliary stent or sphincterotomy to reduce intraductal pressure and divert the flow of bile away from
the injured duct [61,62,66]. This approach has a reported efficacy of 80% to 100%, with favorable long-term
outcomes [62,66]. In cases when endoscopic biliary stent placement fails or is not feasible, placement of a
percutaneous internal or external biliary drain is efficacious [61].
Injuries to the larger right/left hepatic duct or sectoral duct are rarely amenable to endoscopic treatments;
however, successful endoscopic treatment of these lesions has been reported [66]. Targeted percutaneous drainage
of the involved hepatic sector will allow for immediate control of biliary leakage. If technically feasible, an
internal/external biliary drain should be placed for appropriate biliary diversion. In cases when the injured duct
cannot be crossed, an external drain can be placed with the tip positioned immediately proximal to the site of
injury, thus providing the surgeon a palpable landmark at the time of surgery [61].
Acute Biliary Injury—Surgery
Surgical repair of iatrogenic bile injury, when feasible, has better long-term outcomes as compared to
percutaneous and endoscopic treatment [67-69]. The timing of surgical repair when presenting after the initial
surgery is the subject of debate. Arguments in favor of delayed surgical repair include allowing the patient to
improve clinically, allowing inflammation to subside, and allowing sufficient time for the full extent of changes to
manifest [69]. These patients often require endoscopic or percutaneous management in the interim.
Delayed Complications–Endoscopic versus Percutaneous Treatment
Late biliary complications manifest as biliary strictures, liver atrophy, cholangitis, and intrahepatic lithiasis [67].
Biliary strictures, the most common late complication, can present as jaundice, intrahepatic lithiasis, cholangitis,
or intrahepatic abscess formation [67]. These strictures can develop anywhere from 6 weeks to 15 years after the
initial insult [67]. Endoscopic biliary stricture dilatation with stent placement is reported to be highly successful
(68%–90%); however, recurrent stenosis after stent removal has been observed in up to 20% of patients [66,70].
Traditionally, plastic stents have been utilized in this setting, but the successful use of covered stents has been
described recently [71].
Similar to patients with iatrogenic bile leaks, percutaneous biliary drainage is indicated in those patients in whom
endoscopic approaches fail or are not feasible. Definitive management with a percutaneous approach requires
biliary-enteric continuity [68]. Balloon dilatation of the stricture can be initiated at the time of initial percutaneous
access, though it is generally advisable to wait 2 to 4 weeks after the initial access [69]. Because recoil is often
seen after balloon dilation, large caliber catheters should be used to maintain the patency of the duct and
determine the minimum diameter for scarring after dilatation [69]. There is no consensus for the duration of
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catheter indwell time after dilatation; however, studies have shown improved patency with stenting for >6 months
compared with <4 months without stenting [68,69].
Delayed Complications—Surgery
As with other methods, restenosis can occur after percutaneous dilatation. In a comparison of surgical versus
percutaneous therapy, overall patency of 58.8% at 76 months after percutaneous treatment and 94% at 57.7
months after surgical management was reported [68].
Variant 5: Initial therapeutic procedure for a patient with dilated bile ducts and suspected biliary sepsis or
acute cholangitis.
Medical Management
Acute cholangitis is characterized by fever, jaundice, and abdominal pain in the setting of biliary stasis and
infection, with the most important predisposing factor being biliary obstruction. Experimental and clinical models
demonstrate that cholangitis is not produced without obstruction [72]. As such, in addition to best medical
management with antibiotics, fluids, and correction of coagulopathies, establishing successful biliary drainage is
critical in the treatment of biliary sepsis [73].
In patients presenting with acute cholangitis, timely initiation of antimicrobial therapy is key to improving
survival. For patients presenting with sepsis, appropriate antibiotics should be initiated within 1 hour of diagnosis.
In less severe cases, appropriate antibiotics should be administered within 6 hours of diagnosis [74]. While
drainage of the obstructed bile ducts remains the mainstay of therapy, many patients can undergo elective
drainage procedures rather than emergent procedures [75,76].
A large, multicenter international observational study was recently published on the epidemiology and
microbiology of patients with acute cholangitis. This study found that the most frequently isolated organism was
Escherichia coli, irrespective of severity at presentation [74]. The newly updated Tokyo Guidelines 2018 (TG18)
provide recommendations for the appropriate antimicrobials for acute cholangitis [74].
Biliary Decompression
Timing of biliary decompression is dictated by the severity of acute cholangitis. The Tokyo Guidelines set forth a
grading system to stratify severity and guide the timing of intervention. Severe (grade 3) acute cholangitis
requires urgent decompression, whereas moderate (grade 2) acute cholangitis requires early decompression, and
mild (grade 1) acute cholangitis can be initially observed on medical treatment. A multicenter case series
evaluated the benefit of early biliary drainage (defined as <24 hours after admission) on the 30-day mortality of
patients presenting with acute cholangitis. The study found significantly lower 30-day mortality in grade 2 acute
cholangitis treated with early biliary drainage as compared to those who had more delayed drainage. No
significant difference was seen in patients presenting with grade 1 or grade 3 acute cholangitis. The authors note
that an improved outcome may be seen in grade 3 acute cholangitis if biliary drainage is performed at an even
earlier stage; however, additional studies are needed [77]. Another study demonstrated that hospital stays for
patients treated with biliary drainage within 24 hours of hospital admission were shorter, irrespective of severity
[78].
Endoscopic Biliary Drainage
An important nuance to patients with severe biliary sepsis is a focus on biliary decompression rather than
definitive treatment of the obstruction with the least manipulation of the biliary tree as possible [77]. ERCP with
stent placement is the procedure of choice for biliary decompression. This is based on several studies
demonstrating ERCP to be the safest and most effective method compared with a percutaneous transhepatic
biliary drain (PTBD) or surgery [79,80]. Endoscopic transpapillary biliary drainage is the recommended first-line
procedure for biliary drainage by the TG18, citing lower risk of adverse events and less invasiveness than
percutaneous drainage or surgical drainage [81]. Open surgical drainage is currently extremely rare because of the
widespread use of endoscopic or percutaneous techniques [81].
While endoscopic biliary drainage is considered the safest method of biliary decompression, it is not without
complications. ERCP-related pancreatitis is the most common serious complication, with an incidence of
approximately 3.5% but ranges widely (1.6%–15.7%), depending on patient selection [82,83]. A meta-analysis of
21 prospective trials reported the rate of ERCP-related hemorrhagic complications was 1.3% (95% CI, 1.2%–
1.5%), with 70% of these episodes classified as mild [82]. Post-ERCP cholangitis occurs after less than 1% of
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procedures [84]. Other stent-related complications include stent migration, stent occlusion, perforation, and injury
to the bile duct [85].
Percutaneous Biliary Drainage
PTBD is a second-line procedure and generally reserved for patients who have failed ERCP or who have difficult
anatomy. These patients may require temporary placement of an external drain if the obstruction cannot be easily
traversed, with intent to convert to an internal/external drain when the acute infection has resolved [69]. Similarly,
injection of contrast under pressure should be avoided as this may lead to cholangio-venous reflux and exacerbate
the septicemia [77].
Endoscopic US-Guided Biliary Drainage
A newer technique developed as an alternative to endoscopic internal stent placement and percutaneous
internal/external stent placement is therapeutic EUS-guided biliary drainage (EUS-BD), first reported by
Giovannini et al in 2001 [86]. Subsequently, in 2011, a consortium of 40 expert endoscopists met to standardize
indications for EUS-BD. They concluded that in the hands of a trained pancreaticobiliary endoscopist with
appropriate surgical and radiologic backup, EUS-BD is a reasonable approach to biliary drainage after failed
conventional ERCP, altered anatomy, tumor-occluding access to the biliary tree, and contraindications to
percutaneous access [87]. Minaga et al [88] reported a small series of patients with acute obstructive suppurative
cholangitis who were successfully treated with urgent biliary decompression using EUS-BD. While reports such
as these are promising, experience and procedure-specific tools remain limited, leaving the vast majority of
patients treated with more traditional endoscopic and percutaneous techniques. For this document, it is assumed
all procedures are performed by an expert.
Variant 6: Initial therapeutic procedure for a patient with malignant common bile duct obstruction (eg,
pancreatic carcinoma).
Medical Management versus Decompression
Malignant biliary obstruction often presents with yellowing of the skin and sclera, darkening of the urine, and
acholic stools. Patients may also present with pruritus, which can manifest out of proportion to serum bilirubin
levels and significantly impair a patient’s quality of life. Once identified, malignant biliary obstruction is broadly
divided into 2 groups, distal biliary obstruction and hilar obstruction, with the former being the focus of this
discussion and the latter discussed in Variant 7. Each group carries with it clinical considerations impacting the
approach to effective biliary decompression to assist in symptoms management and improvement of overall
prognosis [89]. Even in the palliative setting, decompression of an obstructive biliary system is preferred, if
feasible, over medical management of resulting symptoms as it has been shown to improve overall quality of life
[89].
Important causes of distal malignant biliary obstruction include pancreatic cancer, distal cholangiocarcinoma,
ampullary cancer, and, less commonly, gallbladder cancer and metastasis [90]. Methods for palliative biliary
drainage include surgical drainage, percutaneous transhepatic drainage, and endoscopic transpapillary drainage.
On the other hand, there is an ongoing debate on whether preoperative biliary drainage is necessary in the setting
of a resectable tumor [91-94].
Endoscopic Biliary Drainage
Endoscopic biliary drainage is the preferred first-line approach as it is minimally invasive and preserves the
patient’s quality of life [89]. Current controversy exists as to the most appropriate method to achieve successful
and lasting endoscopic biliary drainage. Options to achieve endoscopic drainage include plastic stents, uncovered
metallic stents, and covered metallic stents.
Plastic stents are the oldest device available for biliary drainage. They have little risk of migration and have
reported successful deployment rates of 85.2% to 100% [89]. However, patency rates beyond 3 months are poor,
requiring maintenance exchanges to ensure continued adequate ductal drainage [89,90]. The use of plastic stents
may be preferable in cases of obstructive lesions that may respond to chemotherapy or radiotherapy (eg,
lymphoma) or in patients whose histological diagnosis has yet to be made.
Stent Options
In patients with a projected survival >4 months and requiring long-term biliary stenting, a meta-analysis favors
placement of a metal stent [95]. In a randomized controlled trial evaluating stent patency, Mukai et al [96]
reported that the 6-month patency is significantly higher for metallic stents (81%) than plastic stents (20%).
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Additionally, patients receiving the metallic stent had fewer reinterventions [96]. Furthermore, despite earlier
concerns from surgeons regarding metal stent placement in patients with planned pancreaticoduodenectomy, more
recent reports demonstrate they should not interfere with the surgery when not involving the hilum [97].
With regards to selection of a covered or uncovered self-expanding metallic stent, there are several
considerations. The main mechanism of occlusion for metallic stents is tumor ingrowth between the stent
interstices, or tumor overgrowth, which results in the blockage of either the proximal or distal end of the stent
[90]. Covered metallic stents were introduced in hopes of prolonging patency. Additionally, while uncovered
metallic stents cannot be removed once deployed, covered metallic stents have the advantage of being removable.
Studies comparing the patency of a covered versus an uncovered metallic stent have demonstrated mixed results
[90,98,99]. Krokidis et al [98] compared the clinical effectiveness of covered stents with uncovered stents for
palliation of malignant jaundice in setting of pancreatic head cancer. They reported significantly increased
primary patency and reduced tumor ingrowth in the covered stent group. Conversely, a randomized multicenter
study of 400 patients with distal malignant biliary obstructions found no significant differences in stent patency
time between covered and uncovered stents [99]. The frequency of stent migration is much higher with covered
metallic stents as compared to uncovered metallic stents [90]. More novel stent options, including drug-eluting or
dissolving stents, are also under investigation [100-103].
Endoscopic US-Guided Biliary Drainage
EUS-BD placement is becoming more widely accepted as an alternative to a percutaneous approach in the hands
of skilled endoscopists. While early reports of EUS-BD demonstrated adverse event rates up to 20%, more recent
reports have shown adverse event rates as low as 11%, suggesting improved outcomes with experience [104-106].
The first prospective, randomized trial comparing EUS-BD via a transluminal approach
(choledochoduodenostomy) to PTBD in a small cohort of 25 patients demonstrated a similar success rate and
complication rate between the 2 methods [107]. However, this is a technically demanding procedure offered only
in limited expert centers [108]. For this document, it is assumed the procedure is performed by an expert.
Percutaneous Biliary Drainage
In cases when endoscopic biliary drainage is not feasible or has failed, a PTBD is the procedure of choice. A
meta-analysis comparing percutaneous versus endoscopic biliary drainage demonstrated no significant difference
with regards to mortality, complications, or therapeutic response rates, making percutaneous biliary drainage a
validated second-line therapy in these patients [109]. Alternatively, in patients who would otherwise be a
candidate for endoscopic internal metallic stent placement, percutaneous placement of self-expanding stent
placement has demonstrated safety and effectiveness similar to their endoscopically placed counterparts [110112].
Surgery
Surgical bypass has a low rate of recurrent jaundice (2% to 5%); however, the surgery itself carries with it high
morbidity and mortality [113]. Some authors have advocated for surgical decompression in the case of a patient
with a long projected survival despite inoperable tumor or at the time of laparotomy when a planned tumor
resection is discovered to be unresectable, as a surgical decompression offers longer decompression without need
for frequent reintervention [114]. However, a meta-analysis comparing surgical bypass versus endoscopic stenting
found similar success rates for each approach but better outcomes after endoscopy with less mortality and fewer
complications [115]. Anastomotic biliary strictures following pancreatoduodenectomy can be either benign or
malignant. A retrospective review of over 1,500 patients found that anastomotic strictures occurred in 2.6% of
patients and that the median time to stricture was 13 months [116]. In this study, all patients were managed
successfully with percutaneous drainage.
Variant 7: Initial therapeutic procedure for a patient with hilar biliary obstruction from malignant etiology
(eg, Klatskin tumor).
Medical Management versus Decompression
Malignant obstruction involving the hilar and perihilar regions is generally secondary to cholangiocarcinoma
(Klatskin tumors) or extension of gallbladder carcinoma. There is a regional bias in the initial approach to biliary
drainage of these patients. In Japan and China, the method of choice is percutaneous biliary drainage [117]. In
contrast, North American and European nations favor endoscopic biliary drainage in the setting of a hilar
obstruction [118,119]. As discussed previously in Variant 6, even in the palliative setting, decompression of an
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obstructive biliary system is preferred, if feasible, over medical management of resulting symptoms as it has been
shown to improve overall quality of life [89].
Endoscopic versus Percutaneous Biliary Drainage
A randomized trial examining percutaneous biliary drainage versus endoscopic drainage using plastic stents,
demonstrated both lower complications (18% versus 52%, P = .04) and higher therapeutic success (89% versus
41%, P < .001) in the percutaneous arm [120]. A subsequent retrospective evaluation of percutaneous versus
endoscopic placement of SEMS for palliative biliary drainage in the setting of hilar cholangiocarcinoma favored
the percutaneous approach given its higher initial success rate [121]. Patients in whom biliary drainage was
successful initially, regardless of the technique, had a significantly longer median survival as compared to those
who failed an initial attempt for biliary drainage (8.7 months versus 1.8 months, P < .001) [121]. Several studies
have demonstrated high conversion rates from endoscopic to percutaneous drainage in patients with Klatskin
tumors; however, none reported conversion in the opposite direction [118,122]. Kloek et al [119] demonstrated
shorter time to adequate therapeutic drainage among patients drained via percutaneous drainage when compared
to endoscopic drainage (11 weeks versus 15 weeks, P = .033).
Endoscopic US-Guided Biliary Drainage
In patients with a strong preference for internal drainage, several case reports demonstrate the feasibility of EUSBD [123-126]. This can be accomplished via a transgastric or transduodenal approach [123-126]. This remains a
novel approach, requiring a high level of technical expertise, thus offered in few larger tertiary centers. For this
document, it is assumed all procedures are performed by an expert.
Variant 8: Initial therapeutic procedure for a patient with dilated bile ducts and coagulopathy (INR >2.0 or
platelet count <60 K).
Endoscopic Biliary Drainage
Abnormal coagulation is not uncommon in patients with malignant obstructive jaundice and is often the result of
multiple factors, including underlying liver disease, vitamin K deficiency, chemotherapy, and systemic
inflammation [127]. Endoscopic biliary drainage is the procedure of choice in patients with coagulopathy given
the lower associated risk of bleeding [81]. The bleeding risk associated with therapeutic ERCP is largely
associated with biliary sphincterotomy, with a reported rate of 1% to 2% [128]. Alternative endoscopic
approaches, such as balloon sphincteroplasty, can be performed in patients with coagulopathy when reversal is
difficult or contraindicated [128]. When a stent is placed endoscopically, stent choice will be dictated by the
patient’s underlying pathology.
Percutaneous Biliary Drainage
PTBD is generally the second-line option for biliary decompression when ERCP has failed or is not possible.
While overall PTBD is a safe procedure with high technical success, it is associated with bleeding complications
in approximately 2.5% of cases [81,129]. In the presence of coagulopathy, this risk is higher; thus, PTBD is
contraindicated in a patient with an uncorrected coagulopathy [129]. Several case reports and small series discuss
transjugular insertion of a bare metal biliary stent in patients with malignant obstructive jaundice and uncorrected
coagulopathy who are not able to have stent placement endoscopically [130]. The benefit of this approach is
biliary decompression without violation of the liver capsule, the most common source of bleeding with the
percutaneous approach [130].
Variant 9: Initial therapeutic procedure for a patient with dilated bile ducts and moderate to massive
ascites.
Medical Management Prior to Biliary Drainage
Moderate to massive ascites is a relative contraindication for PTBD. Initial access into the ducts can be
technically more challenging because of frequent buckling of catheters between the liver and abdominal wall
[131]. Despite the additional challenges, placement of the catheter is usually successful. However, once in place,
bleeding and bile leakage leading to increased blood loss and bile peritonitis is not insignificant [131-133]. This
said, most patients do well, with little risk of increased complication if the ascites are drained immediately prior to
the procedure [131]. Some authors advocate for placing a peritoneal pigtail to minimize ascites accumulation until
a tract can mature [132]. Optimal medical therapy to manage ascites accumulation both before and after
placement of the biliary tube will assist in minimizing these risks.
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Endoscopic versus Percutaneous Biliary Drainage
Given the potential risks associated with percutaneous access into the biliary tree in the setting of massive ascites,
an endoscopic approach is strongly preferred in these patients. In the event that an endoscopic approach is not
feasible or has failed, percutaneous primary metallic biliary stenting with tract embolization is feasible with a
reported clinical success rate of 87.5% in one series [133].
Endoscopic US-Guided Biliary Drainage
Alternatively, the development of EUS-BD has demonstrated promising results in patients who fail endoscopic
stent placement and have relative contraindications to PTBD, such as in the case of ascites [134,135]. Although
this approach may offer access to the biliary ducts in patients whose anatomy precludes routine endoscopic
placement of drainage catheters/stents via the ampulla of Vater, it requires a higher level of endoscopic skills and
experience not routinely seen outside of large academic hospitals or major tertiary care centers. For this
document, it is assumed all procedures are performed by an expert. This technique may provide an important
alternative to percutaneous drainage catheters; however, further studies are needed [134,135]. Surgical biliary
decompression is generally reserved in cases when alternative options have been exhausted. Surgical biliary
decompression is associated with 9% to 67% morbidity and up to 3% mortality in the postoperative period [135].
Summary of Recommendations
• Variant 1: An endoscopic internal biliary catheter with a removable plastic stent is usually appropriate as an
initial therapeutic procedure for patients with dilated bile ducts from choledocholithiasis.
• Variant 2: An endoscopic internal biliary catheter with a removable plastic stent is usually appropriate as an
initial therapeutic procedure for patients with elevated bilirubin and suspected sclerosing cholangitis.
• Variant 3: An endoscopic internal biliary catheter with a removable plastic stent or a percutaneous
internal/external biliary catheter is usually appropriate as the initial therapeutic procedure for a liver transplant
recipient with elevated bilirubin and suspected biliary anastomotic stenosis or bile leak with no dilated ducts.
Either procedure may be appropriate depending on the patient’s anatomy and availability of resources and
institutional preferences.
• Variant 4: An endoscopic internal biliary catheter with a removable plastic stent or a percutaneous
internal/external biliary catheter is usually appropriate as the initial therapeutic procedure for a patient with
bile leak and dilated bile ducts following laparoscopic cholecystectomy. Either procedure may be appropriate
depending on the patient’s anatomy and availability of resources and institutional preferences.
• Variant 5: An endoscopic internal biliary catheter with a removable plastic stent or a percutaneous
internal/external biliary catheter is usually appropriate as the initial therapeutic procedure for a patient with
dilated bile ducts and suspected biliary sepsis or acute cholangitis. Either procedure may be appropriate
depending on the patient’s anatomy and availability of resources and institutional preferences.
• Variant 6: An endoscopic internal biliary catheter with a removable plastic stent or a percutaneous
internal/external biliary catheter is usually appropriate as the initial therapeutic procedure for a patient with
malignant common bile duct obstruction (eg, pancreatic carcinoma). More often, an endoscopic procedure is
the first-line procedure in this case, but occasionally a percutaneous procedure may be used depending on the
patient’s anatomy.
• Variant 7: A percutaneous internal/external biliary catheter is usually appropriate as an initial therapeutic
procedure for patients with hilar biliary obstruction from malignant etiology (eg, Klatskin tumor).
• Variant 8: An endoscopic internal biliary catheter with a removable plastic stent is usually appropriate as an
initial therapeutic procedure for patients with dilated bile ducts and coagulopathy (INR >2.0 or platelet count
<60 K).
• Variant 9: An endoscopic internal biliary catheter with a removable plastic stent is usually appropriate as an
initial therapeutic procedure for patients with dilated bile ducts and moderate to massive ascites.
Supporting Documents
The evidence table, literature search, and appendix for this topic are available at https://acsearch.acr.org/list. The
appendix includes the strength of evidence assessment and the final rating round tabulations for each
recommendation.
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For additional information on the Appropriateness Criteria methodology and other supporting documents go to
www.acr.org/ac.
Appropriateness Category Names and Definitions
Appropriateness Category Name

Appropriateness
Rating

Appropriateness Category Definition

Usually Appropriate

7, 8, or 9

The imaging procedure or treatment is indicated in
the specified clinical scenarios at a favorable riskbenefit ratio for patients.

4, 5, or 6

The imaging procedure or treatment may be
indicated in the specified clinical scenarios as an
alternative to imaging procedures or treatments with
a more favorable risk-benefit ratio, or the risk-benefit
ratio for patients is equivocal.

5

The individual ratings are too dispersed from the
panel median. The different label provides
transparency regarding the panel’s recommendation.
“May be appropriate” is the rating category and a
rating of 5 is assigned.

1, 2, or 3

The imaging procedure or treatment is unlikely to be
indicated in the specified clinical scenarios, or the
risk-benefit ratio for patients is likely to be
unfavorable.

May Be Appropriate

May Be Appropriate
(Disagreement)

Usually Not Appropriate

References
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

Hortobagyi GN. Treatment of breast cancer. N Engl J Med 1998;339:974-84.
Rougier P, Van Cutsem E, Bajetta E, et al. Randomised trial of irinotecan versus fluorouracil by
continuous infusion after fluorouracil failure in patients with metastatic colorectal cancer. Lancet
1998;352:1407-12.
American College of Radiology. ACR Appropriateness Criteria®: Jaundice. Available at:
https://acsearch.acr.org/docs/69497/Narrative/. Accessed November 30, 2018.
Stinton LM, Shaffer EA. Epidemiology of gallbladder disease: cholelithiasis and cancer. Gut Liver
2012;6:172-87.
Huang RJ, Thosani NC, Barakat MT, et al. Evolution in the utilization of biliary interventions in the
United States: results of a nationwide longitudinal study from 1998 to 2013. Gastrointest Endosc
2017;86:319-26 e5.
Bodger K, Bowering K, Sarkar S, Thompson E, Pearson MG. All-cause mortality after first ERCP in
England: clinically guided analysis of hospital episode statistics with linkage to registry of death.
Gastrointest Endosc 2011;74:825-33.
Cerefice M, Sauer B, Javaid M, et al. Complex biliary stones: treatment with removable self-expandable
metal stents: a new approach (with videos). Gastrointest Endosc 2011;74:520-6.
Vaira D, D'Anna L, Ainley C, et al. Endoscopic sphincterotomy in 1000 consecutive patients. Lancet
1989;2:431-4.
Copelan A, Kapoor BS. Choledocholithiasis: Diagnosis and Management. Tech Vasc Interv Radiol
2015;18:244-55.
Chopra KB, Peters RA, O'Toole PA, et al. Randomised study of endoscopic biliary endoprosthesis versus
duct clearance for bileduct stones in high-risk patients. Lancet 1996;348:791-3.
Bakhru MR, Kahaleh M. Expandable metal stents for benign biliary disease. Gastrointest Endosc Clin N
Am 2011;21:447-62, viii.
Ge N, Wang S, Wang G, et al. Endoscopic ultrasound-assisted cholecystogastrostomy by a novel fully
covered metal stent for the treatment of gallbladder stones. Endosc Ultrasound 2015;4:152-5.

ACR Appropriateness Criteria®

15

Radiologic Management of Biliary Obstruction

13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.

Hintze RE, Veltzke W, Adler A, Abou-Rebyeh H. Endoscopic sphincterotomy using an S-shaped
sphincterotome in patients with a Billroth II or Roux-en-Y gastrojejunostomy. Endoscopy 1997;29:74-8.
Wright BE, Cass OW, Freeman ML. ERCP in patients with long-limb Roux-en-Y gastrojejunostomy and
intact papilla. Gastrointest Endosc 2002;56:225-32.
Siddiqui AA, Mehendiratta V, Loren D, et al. Self-expanding metal stents (SEMS) for preoperative
biliary decompression in patients with resectable and borderline-resectable pancreatic cancer: outcomes in
241 patients. Dig Dis Sci 2013;58:1744-50.
Emmett DS, Mallat DB. Double-balloon ERCP in patients who have undergone Roux-en-Y surgery: a
case series. Gastrointest Endosc 2007;66:1038-41.
Kurzynske FC, Romagnuolo J, Brock AS. Success of single-balloon enteroscopy in patients with
surgically altered anatomy. Gastrointest Endosc 2015;82:319-24.
Wang AY, Sauer BG, Behm BW, et al. Single-balloon enteroscopy effectively enables diagnostic and
therapeutic retrograde cholangiography in patients with surgically altered anatomy. Gastrointest Endosc
2010;71:641-9.
Zouhairi ME, Watson JB, Desai SV, et al. Rotational assisted endoscopic retrograde
cholangiopancreatography in patients with reconstructive gastrointestinal surgical anatomy. World J
Gastrointest Endosc 2015;7:278-82.
Shah RJ, Smolkin M, Yen R, et al. A multicenter, U.S. experience of single-balloon, double-balloon, and
rotational overtube-assisted enteroscopy ERCP in patients with surgically altered pancreaticobiliary
anatomy (with video). Gastrointest Endosc 2013;77:593-600.
Skinner M, Popa D, Neumann H, Wilcox CM, Monkemuller K. ERCP with the overtube-assisted
enteroscopy technique: a systematic review. Endoscopy 2014;46:560-72.
Garcia-Garcia L, Lanciego C. Percutaneous treatment of biliary stones: sphincteroplasty and occlusion
balloon for the clearance of bile duct calculi. AJR Am J Roentgenol 2004;182:663-70.
Pessa ME, Hawkins IF, Vogel SB. The treatment of acute cholangitis. Percutaneous transhepatic biliary
drainage before definitive therapy. Ann Surg 1987;205:389-92.
Ilgit ET, Gurel K, Onal B. Percutaneous management of bile duct stones. Eur J Radiol 2002;43:237-45.
Ozcan N, Kahriman G, Mavili E. Percutaneous transhepatic removal of bile duct stones: results of 261
patients. Cardiovasc Intervent Radiol 2012;35:890-7.
Calvo MM, Bujanda L, Heras I, et al. The rendezvous technique for the treatment of choledocholithiasis.
Gastrointest Endosc 2001;54:511-3.
Okuno M, Iwashita T, Yasuda I, et al. Percutaneous transgallbladder rendezvous for enteroscopic
management of choledocholithiasis in patients with surgically altered anatomy. Scand J Gastroenterol
2013;48:974-8.
Dasari BV, Tan CJ, Gurusamy KS, et al. Surgical versus endoscopic treatment of bile duct stones.
Cochrane Database Syst Rev 2013:CD003327.
Alkhatib AA, Hilden K, Adler DG. Comorbidities, sphincterotomy, and balloon dilation predict postERCP adverse events in PSC patients: operator experience is protective. Dig Dis Sci 2011;56:3685-8.
Smith T, Befeler AS. High-dose ursodeoxycholic acid for the treatment of primary sclerosing cholangitis.
Curr Gastroenterol Rep 2007;9:54-9.
Shenoy SM, Shenoy S, Gopal S, Tantry BV, Baliga S, Jain A. Clinicomicrobiological analysis of patients
with cholangitis. Indian J Med Microbiol 2014;32:157-60.
Tabibian JH, Gossard A, El-Youssef M, et al. Prospective Clinical Trial of Rifaximin Therapy for
Patients With Primary Sclerosing Cholangitis. Am J Ther 2017;24:e56-e63.
Rahimpour S, Nasiri-Toosi M, Khalili H, Ebrahimi-Daryani N, Nouri-Taromlou MK, Azizi Z. A Triple
Blinded, Randomized, Placebo-Controlled Clinical Trial to Evaluate the Efficacy and Safety of Oral
Vancomycin in Primary Sclerosing Cholangitis: a Pilot Study. J Gastrointestin Liver Dis 2016;25:457-64.
Farkkila M, Karvonen AL, Nurmi H, et al. Metronidazole and ursodeoxycholic acid for primary
sclerosing cholangitis: a randomized placebo-controlled trial. Hepatology 2004;40:1379-86.
Aljiffry M, Renfrew PD, Walsh MJ, Laryea M, Molinari M. Analytical review of diagnosis and treatment
strategies for dominant bile duct strictures in patients with primary sclerosing cholangitis. HPB (Oxford)
2011;13:79-90.
Hammel P, Couvelard A, O'Toole D, et al. Regression of liver fibrosis after biliary drainage in patients
with chronic pancreatitis and stenosis of the common bile duct. N Engl J Med 2001;344:418-23.

ACR Appropriateness Criteria®

16

Radiologic Management of Biliary Obstruction

37.
38.
39.
40.
41.
42.
43.
44.
45.
46.
47.
48.
49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61.

May GR, Bender CE, LaRusso NF, Wiesner RH. Nonoperative dilatation of dominant strictures in
primary sclerosing cholangitis. AJR Am J Roentgenol 1985;145:1061-4.
Chapman MH, Webster GJ, Bannoo S, Johnson GJ, Wittmann J, Pereira SP. Cholangiocarcinoma and
dominant strictures in patients with primary sclerosing cholangitis: a 25-year single-centre experience.
Eur J Gastroenterol Hepatol 2012;24:1051-8.
Ponsioen CY, Lam K, van Milligen de Wit AW, Huibregtse K, Tytgat GN. Four years experience with
short term stenting in primary sclerosing cholangitis. Am J Gastroenterol 1999;94:2403-7.
Cote GA, Kumar N, Ansstas M, et al. Risk of post-ERCP pancreatitis with placement of self-expandable
metallic stents. Gastrointest Endosc 2010;72:748-54.
Ahrendt SA, Pitt HA, Kalloo AN, et al. Primary sclerosing cholangitis: resect, dilate, or transplant? Ann
Surg 1998;227:412-23.
Pawlik TM, Olbrecht VA, Pitt HA, et al. Primary sclerosing cholangitis: role of extrahepatic biliary
resection. J Am Coll Surg 2008;206:822-30; discussion 30-2.
Tsai S, Pawlik TM. Primary sclerosing cholangitis: the role of extrahepatic biliary resection. Adv Surg
2009;43:175-88.
Baccarani U, Risaliti A, Zoratti L, et al. Role of endoscopic retrograde cholangiopancreatography in the
diagnosis and treatment of biliary tract complications after orthotopic liver transplantation. Dig Liver Dis
2002;34:582-6.
Fleck A, Zanotelli ML, Meine M, et al. Biliary tract complications after orthotopic liver transplantation in
adult patients. Transplant Proc 2002;34:519-20.
Memeo R, Piardi T, Sangiuolo F, Sommacale D, Pessaux P. Management of biliary complications after
liver transplantation. World J Hepatol 2015;7:2890-5.
Gastaca M. Biliary complications after orthotopic liver transplantation: a review of incidence and risk
factors. Transplant Proc 2012;44:1545-9.
Thuluvath PJ, Pfau PR, Kimmey MB, Ginsberg GG. Biliary complications after liver transplantation: the
role of endoscopy. Endoscopy 2005;37:857-63.
Gwon DI, Sung KB, Ko GY, Yoon HK, Lee SG. Dual catheter placement technique for treatment of
biliary anastomotic strictures after liver transplantation. Liver Transpl 2011;17:159-66.
Kulaksiz H, Weiss KH, Gotthardt D, et al. Is stenting necessary after balloon dilation of posttransplantation biliary strictures? Results of a prospective comparative study. Endoscopy 2008;40:746-51.
Aparicio D, Otoch JP, Montero EFS, Khan MA, Artifon ELA. Endoscopic approach for management of
biliary strictures in liver transplant recipients: A systematic review and meta-analysis. United European
Gastroenterol J 2017;5:827-45.
Kaffes A, Griffin S, Vaughan R, et al. A randomized trial of a fully covered self-expandable metallic stent
versus plastic stents in anastomotic biliary strictures after liver transplantation. Therap Adv Gastroenterol
2014;7:64-71.
Hisatsune H, Yazumi S, Egawa H, et al. Endoscopic management of biliary strictures after duct-to-duct
biliary reconstruction in right-lobe living-donor liver transplantation. Transplantation 2003;76:810-5.
Wadhawan M, Kumar A. Management issues in post living donor liver transplant biliary strictures. World
J Hepatol 2016;8:461-70.
Lee SH, Ryu JK, Woo SM, et al. Optimal interventional treatment and long-term outcomes for biliary
stricture after liver transplantation. Clin Transplant 2008;22:484-93.
Wadhawan M, Kumar A, Gupta S, et al. Post-transplant biliary complications: an analysis from a
predominantly living donor liver transplant center. J Gastroenterol Hepatol 2013;28:1056-60.
Rieber A, Brambs HJ, Lauchart W. The radiological management of biliary complications following liver
transplantation. Cardiovasc Intervent Radiol 1996;19:242-7.
Righi D, Cesarani F, Muraro E, Gazzera C, Salizzoni M, Gandini G. Role of interventional radiology in
the treatment of biliary strictures following orthotopic liver transplantation. Cardiovasc Intervent Radiol
2002;25:30-5.
Stratta RJ, Wood RP, Langnas AN, et al. Diagnosis and treatment of biliary tract complications after
orthotopic liver transplantation. Surgery 1989;106:675-83; discussion 83-4.
Flum DR, Cheadle A, Prela C, Dellinger EP, Chan L. Bile duct injury during cholecystectomy and
survival in medicare beneficiaries. JAMA 2003;290:2168-73.
Thompson CM, Saad NE, Quazi RR, Darcy MD, Picus DD, Menias CO. Management of iatrogenic bile
duct injuries: role of the interventional radiologist. Radiographics 2013;33:117-34.

ACR Appropriateness Criteria®

17

Radiologic Management of Biliary Obstruction

62.
63.
64.
65.
66.
67.
68.
69.
70.
71.
72.
73.
74.
75.
76.
77.
78.
79.
80.
81.
82.
83.
84.
85.
86.
87.

Lau WY, Lai EC, Lau SH. Management of bile duct injury after laparoscopic cholecystectomy: a review.
ANZ J Surg 2010;80:75-81.
Bismuth H. Postoperative strictures of the bile ducts. In: Blumgart LH, ed. The Biliary Tract V. New
York, NY: Churchill-Livingstone; 1982:209-18.
Strasberg SM, Hertl M, Soper NJ. An analysis of the problem of biliary injury during laparoscopic
cholecystectomy. J Am Coll Surg 1995;180:101-25.
Bektas H, Schrem H, Winny M, Klempnauer J. Surgical treatment and outcome of iatrogenic bile duct
lesions after cholecystectomy and the impact of different clinical classification systems. Br J Surg
2007;94:1119-27.
Weber A, Feussner H, Winkelmann F, Siewert JR, Schmid RM, Prinz C. Long-term outcome of
endoscopic therapy in patients with bile duct injury after cholecystectomy. J Gastroenterol Hepatol
2009;24:762-9.
Barbier L, Souche R, Slim K, Ah-Soune P. Long-term consequences of bile duct injury after
cholecystectomy. J Visc Surg 2014;151:269-79.
Misra S, Melton GB, Geschwind JF, Venbrux AC, Cameron JL, Lillemoe KD. Percutaneous management
of bile duct strictures and injuries associated with laparoscopic cholecystectomy: a decade of experience.
J Am Coll Surg 2004;198:218-26.
Saad WE, Darcy MD. Percutaneous management of biliary leaks: biliary embosclerosis and ablation.
Tech Vasc Interv Radiol 2008;11:111-9.
Draganov P, Hoffman B, Marsh W, Cotton P, Cunningham J. Long-term outcome in patients with benign
biliary strictures treated endoscopically with multiple stents. Gastrointest Endosc 2002;55:680-6.
Tringali A, Blero D, Boskoski I, et al. Difficult removal of fully covered self expandable metal stents
(SEMS) for benign biliary strictures: the "SEMS in SEMS" technique. Dig Liver Dis 2014;46:568-71.
Huang T, Bass JA, Williams RD. The significance of biliary pressure in cholangitis. Arch Surg
1969;98:629-32.
Mayumi T, Okamoto K, Takada T, et al. Tokyo Guidelines 2018: management bundles for acute
cholangitis and cholecystitis. J Hepatobiliary Pancreat Sci 2018;25:96-100.
Gomi H, Takada T, Hwang TL, et al. Updated comprehensive epidemiology, microbiology, and outcomes
among patients with acute cholangitis. J Hepatobiliary Pancreat Sci 2017;24:310-18.
Boey JH, Way LW. Acute cholangitis. Ann Surg 1980;191:264-70.
van den Hazel SJ, Speelman P, Tytgat GN, Dankert J, van Leeuwen DJ. Role of antibiotics in the
treatment and prevention of acute and recurrent cholangitis. Clin Infect Dis 1994;19:279-86.
Kiriyama S, Takada T, Hwang TL, et al. Clinical application and verification of the TG13 diagnostic and
severity grading criteria for acute cholangitis: an international multicenter observational study. J
Hepatobiliary Pancreat Sci 2017;24:329-37.
Park CS, Jeong HS, Kim KB, et al. Urgent ERCP for acute cholangitis reduces mortality and hospital stay
in elderly and very elderly patients. Hepatobiliary Pancreat Dis Int 2016;15:619-25.
Lai EC, Chu KM, Lo CY, Fan ST, Lo CM, Wong J. Choice of palliation for malignant hilar biliary
obstruction. Am J Surg 1992;163:208-12.
Sugiyama M, Atomi Y. Treatment of acute cholangitis due to choledocholithiasis in elderly and younger
patients. Arch Surg 1997;132:1129-33.
Mukai S, Itoi T, Baron TH, et al. Indications and techniques of biliary drainage for acute cholangitis in
updated Tokyo Guidelines 2018. J Hepatobiliary Pancreat Sci 2017;24:537-49.
Andriulli A, Loperfido S, Napolitano G, et al. Incidence rates of post-ERCP complications: a systematic
survey of prospective studies. Am J Gastroenterol 2007;102:1781-8.
Cotton PB, Garrow DA, Gallagher J, Romagnuolo J. Risk factors for complications after ERCP: a
multivariate analysis of 11,497 procedures over 12 years. Gastrointest Endosc 2009;70:80-8.
Masci E, Toti G, Mariani A, et al. Complications of diagnostic and therapeutic ERCP: a prospective
multicenter study. Am J Gastroenterol 2001;96:417-23.
Kundu R, Pleskow D. Biliary and Pancreatic Stents: Complications and Management. Techniques in
Gastrointestinal Endoscopy 2007;9:125-34.
Giovannini M, Moutardier V, Pesenti C, Bories E, Lelong B, Delpero JR. Endoscopic ultrasound-guided
bilioduodenal anastomosis: a new technique for biliary drainage. Endoscopy 2001;33:898-900.
Kahaleh M, Artifon EL, Perez-Miranda M, et al. Endoscopic ultrasonography guided biliary drainage:
summary of consortium meeting, May 7th, 2011, Chicago. World J Gastroenterol 2013;19:1372-9.

ACR Appropriateness Criteria®

18

Radiologic Management of Biliary Obstruction

88.
89.
90.
91.
92.
93.
94.
95.
96.
97.
98.
99.
100.
101.
102.
103.
104.
105.
106.
107.
108.
109.

Minaga K, Kitano M, Imai H, et al. Urgent endoscopic ultrasound-guided choledochoduodenostomy for
acute obstructive suppurative cholangitis-induced sepsis. World J Gastroenterol 2016;22:4264-9.
Kato H, Tsutsumi K, Kawamoto H, Okada H. Current status of endoscopic biliary drainage for
unresectable malignant hilar biliary strictures. World J Gastrointest Endosc 2015;7:1032-8.
Nam HS, Kang DH. Current Status of Biliary Metal Stents. Clin Endosc 2016;49:124-30.
Pisters PW, Hudec WA, Hess KR, et al. Effect of preoperative biliary decompression on
pancreaticoduodenectomy-associated morbidity in 300 consecutive patients. Ann Surg 2001;234:47-55.
Sohn TA, Yeo CJ, Cameron JL, Pitt HA, Lillemoe KD. Do preoperative biliary stents increase
postpancreaticoduodenectomy complications? J Gastrointest Surg 2000;4:258-67; discussion 67-8.
Lygidakis NJ, van der Heyde MN, Lubbers MJ. Evaluation of preoperative biliary drainage in the surgical
management of pancreatic head carcinoma. Acta Chir Scand 1987;153:665-8.
Povoski SP, Karpeh MS, Jr., Conlon KC, Blumgart LH, Brennan MF. Association of preoperative biliary
drainage with postoperative outcome following pancreaticoduodenectomy. Ann Surg 1999;230:131-42.
Mangiavillano B, Pagano N, Baron TH, Luigiano C. Outcome of stenting in biliary and pancreatic benign
and malignant diseases: A comprehensive review. World J Gastroenterol 2015;21:9038-54.
Mukai T, Yasuda I, Nakashima M, et al. Metallic stents are more efficacious than plastic stents in
unresectable malignant hilar biliary strictures: a randomized controlled trial. J Hepatobiliary Pancreat Sci
2013;20:214-22.
Lawrence C, Howell DA, Conklin DE, Stefan AM, Martin RF. Delayed pancreaticoduodenectomy for
cancer patients with prior ERCP-placed, nonforeshortening, self-expanding metal stents: a positive
outcome. Gastrointest Endosc 2006;63:804-7.
Krokidis M, Fanelli F, Orgera G, et al. Percutaneous palliation of pancreatic head cancer: randomized
comparison of ePTFE/FEP-covered versus uncovered nitinol biliary stents. Cardiovasc Intervent Radiol
2011;34:352-61.
Kullman E, Frozanpor F, Soderlund C, et al. Covered versus uncovered self-expandable nitinol stents in
the palliative treatment of malignant distal biliary obstruction: results from a randomized, multicenter
study. Gastrointest Endosc 2010;72:915-23.
Ginsberg G, Cope C, Shah J, et al. In vivo evaluation of a new bioabsorbable self-expanding biliary stent.
Gastrointest Endosc 2003;58:777-84.
Hatzidakis A, Krokidis M, Kalbakis K, Romanos J, Petrakis I, Gourtsoyiannis N. ePTFE/FEP-covered
metallic stents for palliation of malignant biliary disease: can tumor ingrowth be prevented? Cardiovasc
Intervent Radiol 2007;30:950-8.
Schoder M, Rossi P, Uflacker R, et al. Malignant biliary obstruction: treatment with ePTFE-FEP- covered
endoprostheses initial technical and clinical experiences in a multicenter trial. Radiology 2002;225:35-42.
Suk KT, Kim JW, Kim HS, et al. Human application of a metallic stent covered with a paclitaxelincorporated membrane for malignant biliary obstruction: multicenter pilot study. Gastrointest Endosc
2007;66:798-803.
Park DH, Jang JW, Lee SS, Seo DW, Lee SK, Kim MH. EUS-guided biliary drainage with transluminal
stenting after failed ERCP: predictors of adverse events and long-term results. Gastrointest Endosc
2011;74:1276-84.
Park DH, Jeong SU, Lee BU, et al. Prospective evaluation of a treatment algorithm with enhanced
guidewire manipulation protocol for EUS-guided biliary drainage after failed ERCP (with video).
Gastrointest Endosc 2013;78:91-101.
Vila JJ, Perez-Miranda M, Vazquez-Sequeiros E, et al. Initial experience with EUS-guided
cholangiopancreatography for biliary and pancreatic duct drainage: a Spanish national survey.
Gastrointest Endosc 2012;76:1133-41.
Artifon EL, Aparicio D, Paione JB, et al. Biliary drainage in patients with unresectable, malignant
obstruction where ERCP fails: endoscopic ultrasonography-guided choledochoduodenostomy versus
percutaneous drainage. J Clin Gastroenterol 2012;46:768-74.
Shah JN, Marson F, Weilert F, et al. Single-operator, single-session EUS-guided anterograde
cholangiopancreatography in failed ERCP or inaccessible papilla. Gastrointest Endosc 2012;75:56-64.
Leng JJ, Zhang N, Dong JH. Percutaneous transhepatic and endoscopic biliary drainage for malignant
biliary tract obstruction: a meta-analysis. World J Surg Oncol 2014;12:272.

ACR Appropriateness Criteria®

19

Radiologic Management of Biliary Obstruction

110.
111.
112.
113.
114.
115.
116.
117.
118.
119.
120.
121.
122.
123.
124.
125.
126.
127.
128.
129.
130.
131.
132.

Briggs CD, Irving GR, Cresswell A, et al. Percutaneous transhepatic insertion of self-expanding short
metal stents for biliary obstruction before resection of pancreatic or duodenal malignancy proves to be
safe and effective. Surg Endosc 2010;24:567-71.
Mahgerefteh S, Hubert A, Klimov A, Bloom AI. Clinical Impact of Percutaneous Transhepatic Insertion
of Metal Biliary Endoprostheses for Palliation of Jaundice and Facilitation of Chemotherapy. Am J Clin
Oncol 2015;38:489-94.
Pinol V, Castells A, Bordas JM, et al. Percutaneous self-expanding metal stents versus endoscopic
polyethylene endoprostheses for treating malignant biliary obstruction: randomized clinical trial.
Radiology 2002;225:27-34.
Distler M, Kersting S, Ruckert F, et al. Palliative treatment of obstructive jaundice in patients with
carcinoma of the pancreatic head or distal biliary tree. Endoscopic stent placement vs.
hepaticojejunostomy. JOP 2010;11:568-74.
Smigielski J, Holynski J, Kococik M, et al. [Paliative procedures in cholangiocarcinomas--experience of 5
centers]. Pol Merkur Lekarski 2009;26:416-9.
Alves de Lima SL, Bustamante FAC, Houmeaux de Moura EG, et al. Endoscopic palliative treatment
versus surgical bypass in malignant low bile duct obstruction: A systematic review and meta-analysis. Int
J Hepatobiliary Pancreat Dis 2015;5:35-45.
House MG, Cameron JL, Schulick RD, et al. Incidence and outcome of biliary strictures after
pancreaticoduodenectomy. Ann Surg 2006;243:571-6; discussion 76-8.
Seyama Y, Makuuchi M. Current surgical treatment for bile duct cancer. World J Gastroenterol
2007;13:1505-15.
Silva MA, Tekin K, Aytekin F, Bramhall SR, Buckels JA, Mirza DF. Surgery for hilar
cholangiocarcinoma; a 10 year experience of a tertiary referral centre in the UK. Eur J Surg Oncol
2005;31:533-9.
Kloek JJ, van der Gaag NA, Aziz Y, et al. Endoscopic and percutaneous preoperative biliary drainage in
patients with suspected hilar cholangiocarcinoma. J Gastrointest Surg 2010;14:119-25.
Saluja SS, Gulati M, Garg PK, et al. Endoscopic or percutaneous biliary drainage for gallbladder cancer: a
randomized trial and quality of life assessment. Clin Gastroenterol Hepatol 2008;6:944-50 e3.
Paik WH, Park YS, Hwang JH, et al. Palliative treatment with self-expandable metallic stents in patients
with advanced type III or IV hilar cholangiocarcinoma: a percutaneous versus endoscopic approach.
Gastrointest Endosc 2009;69:55-62.
Mansfield SD, Barakat O, Charnley RM, et al. Management of hilar cholangiocarcinoma in the North of
England: pathology, treatment, and outcome. World J Gastroenterol 2005;11:7625-30.
Fabbri C, Luigiano C, Lisotti A, et al. Endoscopic ultrasound-guided treatments: are we getting evidence
based--a systematic review. World J Gastroenterol 2014;20:8424-48.
Ogura T, Sano T, Onda S, et al. Endoscopic ultrasound-guided biliary drainage for right hepatic bile duct
obstruction: novel technical tips. Endoscopy 2015;47:72-5.
Park SJ, Choi JH, Park DH, et al. Expanding indication: EUS-guided hepaticoduodenostomy for isolated
right intrahepatic duct obstruction (with video). Gastrointest Endosc 2013;78:374-80.
Prachayakul V, Aswakul P. Endoscopic ultrasound-guided biliary drainage: Bilateral systems drainage
via left duct approach. World J Gastroenterol 2015;21:10045-8.
Papadopoulos V, Filippou D, Manolis E, Mimidis K. Haemostasis impairment in patients with obstructive
jaundice. J Gastrointestin Liver Dis 2007;16:177-86.
Ferreira LE, Baron TH. Post-sphincterotomy bleeding: who, what, when, and how. Am J Gastroenterol
2007;102:2850-8.
Saad WE, Wallace MJ, Wojak JC, Kundu S, Cardella JF. Quality improvement guidelines for
percutaneous transhepatic cholangiography, biliary drainage, and percutaneous cholecystostomy. J Vasc
Interv Radiol 2010;21:789-95.
Tsauo J, Li X, Li H, et al. Transjugular insertion of bare-metal biliary stent for the treatment of distal
malignant obstructive jaundice complicated by coagulopathy. Cardiovasc Intervent Radiol 2013;36:521-5.
Ring EJ, Kerlan RK, Jr. Interventional biliary radiology. AJR Am J Roentgenol 1984;142:31-4.
Seif HM, Zidan M, Helmy A. One-stage percutaneous triple procedure for treatment of endoscopically
unmanageable patients with malignant biliary obstruction and marked ascites. Arab J Gastroenterol
2013;14:148-53.

ACR Appropriateness Criteria®

20

Radiologic Management of Biliary Obstruction

133.
134.
135.

Sofue K, Arai Y, Takeuchi Y, Fujiwara H, Tokue H, Sugimura K. Safety and efficacy of primary metallic
biliary stent placement with tract embolization in patients with massive ascites: a retrospective analysis of
16 patients. J Vasc Interv Radiol 2012;23:521-7.
Hara K, Yamao K, Mizuno N, et al. Endoscopic ultrasonography-guided biliary drainage: Who, when,
which, and how? World J Gastroenterol 2016;22:1297-303.
Sharaiha RZ, Kumta NA, Desai AP, et al. Endoscopic ultrasound-guided biliary drainage versus
percutaneous transhepatic biliary drainage: predictors of successful outcome in patients who fail
endoscopic retrograde cholangiopancreatography. Surg Endosc 2016;30:5500-05.

The ACR Committee on Appropriateness Criteria and its expert panels have developed criteria for determining appropriate imaging examinations for
diagnosis and treatment of specified medical condition(s). These criteria are intended to guide radiologists, radiation oncologists and referring physicians
in making decisions regarding radiologic imaging and treatment. Generally, the complexity and severity of a patient’s clinical condition should dictate the
selection of appropriate imaging procedures or treatments. Only those examinations generally used for evaluation of the patient’s condition are ranked.
Other imaging studies necessary to evaluate other co-existent diseases or other medical consequences of this condition are not considered in this
document. The availability of equipment or personnel may influence the selection of appropriate imaging procedures or treatments. Imaging techniques
classified as investigational by the FDA have not been considered in developing these criteria; however, study of new equipment and applications should
be encouraged. The ultimate decision regarding the appropriateness of any specific radiologic examination or treatment must be made by the referring
physician and radiologist in light of all the circumstances presented in an individual examination.
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