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Ôul: HlLER MALIGNJTE: KOMBiNE PERKÜ· 
TAN VE END0SKOPIK TEKNiKLER KUT.,L,ANJ. 
LARAK IKJLI METALiK "WALLSTENT" YER· 
LEŞTIRtLMESI. 

Hiler kalanjioka.rııinoma,ı olan 3 hasroda aynı sc• 

ansla p,rkiilan lranshepaıik ue endoskapik yakla­

şımlar kullaııılarak ikili metalik "wa/Lıtent• yerkş• 

tirild� işleme ait k,,mplikasyoıı görülmedi. Bütün 
hastalarda bilirubin düzeyleri normal sınırlara 

yaklaştı. Takip süreleri 1 ·9 aydır. 

Annbtar Kelimeler: Malign biiyer hiler ob,lrilksiyon, meta• 
lik steni, endoproleı. 

Aıthough it has been shown that a 25% drai­
nage of the liver lessens the symptoms of cho­
lestasis (1), the risk of the development of cho­
langitis in undrained lobes or segments of the 
liver is high and worsens the prognosis in pa­
tients with type 2 or type 3 cholangiocarcino­
ma, for this reason studies oıı the application 
of two or more stents for the management of 
hilar cholangiocarcinoma disease are present 
(2,3). 

MATERIALS and METHODS 

We prefer self-expandible stents {Wallstent, 
Medinvent SA, Lausanne, Switzerland) rather 
than conventiona.1 ones far inoperable cases in 
Radiology and Gastroenterology Depart.ments 
of our hospital since 1990. Within this period, 
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Sıımmary: Doub/;, wallııtent plac,ıment in thA> acı­

me session lıas bccn corried. out by both percutorıeo­

us transhepatic and endoscopical appooche, for 3 

patieııts with hilar chokıngiocorcinoma disease. No 

complications rcla-ted to thc proccdure Wa$ obser,. 

oed. ln ali patumts bilirubin /,,ıx,/.ıı fell down to near 

normaL Fol/ıJw up period was J .9 morıths. 

Key words: Maligı:ı biliary bilar obstruction, me­
tallic stent, endoprosthesis. 

30 patients were applied wallstents for 26 ma­
lignant and 4 benign diseases. Of 26 malig­
nant cases, percutaneous transhepatic appro­
ach was used in 19 and endoscopical approach 
was used in 4 cases for the placement of a 
single wallstent were placed. Double wallstent 
placement in the same session has been carri• 
ed out by both percutaneous transhepatic and 
endoscopical appoaches for 3 patients with hi­
lar cbolangiocarcinoma disease. 

Obstructed area was detected by ERCP (En­
doscopic Retrograde Cbolangio Pancreatog­
raphy) and PTC (Percutaneous Transhepatic 
Cholangiography). Mer performing the diag­
nostic ERCP to inspect which main hepatic 
duct ta enter endoscopically. In the mıun duct 
which was hard to approach endoscopically, 
stenosed segment was crossed by entering the 
hepatic duct by percutaneous transhepatic 
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FIGURE 1-A Hüar b-iliary maJignancy
1-8 \VaJJslents placod �ndo,ı.copicaly t.o the lcft. side and transbepatic.ılly to t.bc right ıido. 
1-C Control graphy

way and a catheter was placed. Balloon dila­

tation was performed iı:ı heavily stenosed seg­

ments. 

A Back Up guide wire was passed inside the 

catheter and advanced to the distal of chole­

dochus and an 8F sheath was placed over this 

guide wire. Having patient in a left lateral de­

cubitus position endoscope was advanced aga­

in and wallstent mounted on a 9F catheter 

was placed into the hepatic duct inspected be­

fore. After the removaJ of the endoscope pati• 

eot was asked to take a dorsal decubitus posi­

tion and another wallstent mounted on a 7F 

catheter was placed into the stenosed segmeot 

via the 8F sheath. The sbeath was wid drawn 

while the wallstent was being deployed and it 

was totally removed after complete deploy­

ment of the wallsteot, A 5F drainage catheter 

was placed into one of tbe main hepatic ducts 

for control purposes. In the 1st, 2nd, and 3rd 

days arter the operation, the stents were visu­

alized to check if they are open and then the 

drainage catheter was removed. 

CASEI 

Aged 36, male H.G. had beeo performed a cho-

langiojejunostomy using right intrahepatic bi• 

le ducts to overcome a tumoral obstruction of 

the biliary hilus. However jaundice appeared 

6 month later and advanced stenoses were od­

served at commoo and left main hepatic ducts 

in the ERCP performed. A nasobiliary draina­

ge catheter and following this a conventional 

endoprosthesis was placed into the left main 

hepatic duct. But after the observation that 

the bilirubio levels were not falling down, the 

conventional endoprosthesis was removed en­

doscopically and in the same session double 

wall stent placement was performed using 

percutaneous transhepatic approach for the 

right and endoscopic approach for the left ma­

in hepatic duct on 27.5.1991 (Figure 1 a b c d). 

Bilirubin levels were observed to fail down 

two weeks later. Total bilirubin level was 20 

mg/dl, direct bilirubin level was 13.6 mg/dl, 

indirect bilirubin level was 6.4 mg/dl and aJ. 

kaline phasphatase level was 625 U/L before 

the procedure. These levels become 13.Smg/dl, 

8.4 mg/dl, 5. Img/dl and 501 U/1 respectively 

two months later. 9 Months follow up revealed 

nearly normal bilirubin Jevels {1.5 mg/dl, total 

bilirubin 0.6 mg/dl direct bilirubin, 0.9 mg/dl 

indirect bilirubin, 96 U/1 alkaline phosphata­

se) 
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FIGUR.E 2-A: Conv-enlional sients 2-B: Applical.ion balloon dilaLation in
plaood into the ext.er hcpat..ic bi1iary heavily stenosed segments. 
way. 

CASED 

Aged 30, female P.O. had been under taken 

an operation because of a type 2-3 hilar cho­

langiocarcinoma at 16.03.1989 but the lesioo 

had beeo detected to be inoperable and a 
transtunıoral T-Tube had been left in place. 
Sbe was hospitalized again because of a rise 
in bilirubin levels on 29.06.1989 the proximal 
and of the T-tube was observed to be obstruc­
ted in T-cholaogiography, a guide wire was 

passed into rigbt intrahepatic ducts via the T­

tube and the extemal drainage was gained 
using a catheter placed over this guide wire. 

in the same session, using anterior approach, 

an extemal drainage catheter was placed into 
left intrahepatic ducts. After balloon dilation 

of the heavily obstructed left aod right main 

ducts, botb were placed convaotional endop­
rostheses using e.ndoscopic and combined per­

cutaoeous transhepatic aod endoscopic ways 

respectively. in the 28 months time, up to 

16.10.1991, various cbaogings in or addings to 

those prostbeses were performed (Fig 2a) but 

at that time all tbe conventional catheters we­
re removed afteır the repeated sigos of obs­

truction aod after the balloon dilation of the 

obstructed segments (Figure 2 b) two wall-
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2-C.D: 
Wall,u,nts placed 

cndosçopicaly 
t.o t.he righl side o.nd 

transhepatically 
to thı: ten. sido. 

stents were placed by percutaneous transhe­

patic approach to the left side and endoscopi­

cally to the right side (Figure 2 C. D.) in the 

same session at 23.10.1991 Preprocedu.ral to­
tal bilirubin !eve! was 22.3 mg/dl, direct bili­
rubin level was 13.5 mg/dl, indirect bilirubin 

level was 8.8 mg/dl and alkaline phasphatase 

level was 16220/1. After a mou.nth the levels 
were found to fail down to 6.4mg/d1, 3.7 mg/dl 

2. 7 mg/dl aod 10200/1. After two mounths the
levels were found to fall down to 2.4 mg/dl 1.4

mg/dl, 1.0 mg/dl and 720 0/1 respectively and

general situalion of the patient improved .
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CASEW 

Aged 55, Male A.Ş. wıderwent ERCP because 
of cholangiocarcinoma. Left intrahepatic bili­

ary ducts were fowıd fülated and a nasobiliary 
drainage catheter was placed into this area. 
Then a PTC was performed and an intemal 

external diranage catheter was placed into 
the right intrahepatic ibiliary ducts which we ­
re also dilated. 15 days later double wallstent 
placement was perfonned into both main 
ducts using percutaneaus way for the left one. 
After 5 days, the bilirııhin levels of tbe patient 

were observed to fall down. Total bilirubin le­
vel was 35.2 mg/dl, direct bilirubin level was 
19.3 mg/dl, indirect bilirııbin level was 15.9 
mg/dl, and alkaline phosphatase level was 262 
U/1 before the procedı1re, after a mowıth the 

levels were being fowıd as 6.7 mg/dl, 4.2 mg/ 
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dl, 2.5 mg/dl and 195 U/1 respectivelty. 

DISCUSSION 

Recently self -expandible metallic stent appli ­
cations for inoperable biliary obstructions gai­
ned popularity (4-8). in obstructions due to hi­

lar cholangiocarcinomas both left and right 
biHary drrunage must be obtained because of 
the high risk of cholangitis in tbe wıdrained 
lobe which worsens the prognosis. Various 
authors placed double wallstents using diffe­
rent percutaneous technigııes (2,3) in those 
patients. We think tbat double biliary wall­
stent placement using endoscopic and percu­
taneous transhepatic approaches in hilar t u ­
mors where it is possible to reach tbe bile 

ducts endoscopically is a different and valuab­
le method because it is less invasive. 
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