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Abstract 

The role of biliary decompression prior to definitive surgery in patient with distal malignant obstruction 
remains controversial.Many authors put their views in favor; because of improvement of liver functions 
and reticulo-endothelial function after decompression resulting in uneventful postoperative outcome 
and many others are against because of increase the risk of postoperative morbidity and mortality. We 
found the patients who underwent prior biliary decompression had unusual development of organisms 
in their bile which are found frequently resistant to usual antibiotics and most of them developed 
postoperative complications. Several other studies concluded in between that preoperative drainage 
should be performed in selected patients; delaying of surgery for any cause, presence of severe 
cholangitis, severe jaundice and poor nutrition and where hepatic resection is required along with 
pancreatoduodenectomy. We therefore concluded that biliary decompression should not routinely be 
performed except in special situations in patients with distal malignant biliary obstructionbefore 
pancreatoduodenectomy. 

Introduction 
Patients with obstructive jaundice due to distal biliary 
obstruction is referred to surgeons after performing 
biliary stentingalmost routinelyfor pancreato 
duodenectomy.lts role in patients who will undergo 
pancreaticoduodenectomy for biliary obstruction 
remains controversial. Few authorsbelieve that biliary 
decompression improves liver function and 
reticuloendothelial functions; therefore surgery can 
be formed safely without perioperative complications. 
Other believesthat stent using for biliary 
decompression acts as a foreign body and it 

1. Professor, Department of Hepatobiliary Pancreatic and Liver 
Transplant Surgery, BSMMU, Dhaka, Bangladesh 

2. Assistant Professor, Department of Radiology and Imaging, 
BSMMU, Dhaka, Bangladesh 

3. Associate professor, Surgical Oncology, Department of 
Surgery, BSMMU, Dhaka, Bangladesh 

Correspondence: Prof. Bidhan C Das, Professor, Department 
of Hepatobiliary Pancreatic and Liver Transplant Surgery, 
BSMMU, Dhaka, Bangladesh. Tel: 01711889565. E-mail: dbidhan 
@yahoo.com 
Received: 22-04-2020 Accepted: 27-04-2020 

produces infections, increases vascularity and fibrotic 
reaction in and around the stent. ltcauses surgical 
dissection difficult, trouble some bleedingduring 
surgery and develops infected complications 
aftersurgery. This article addresses the fact whether 
biliary decompression really provides any benefit to 
patient by reviewing recently published data around 
the world. 

Indications of biliary decompression prior to 
surgical consultation 

Generally all patients with jaundice initially consult to 
gastro-enterologist or hepatologist. They put a stent 
in common bile duct for decompressing bile after 
diagnosing the jaundice as obstructive one and then 
the patient is sent for surgical consultation. Thelargest 
population-based study of patients with distal biliary 
obstruction undergoing pancreaticoduodenectomy 
published in 2013 showed that 77% patients who 
were referred to a surgeon already had a stent in 
common bile duct. 1Very similar reporting of prior stent 
placement rate (42-79%) was also published from 
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2006 to 2011 from different parts of the world2-5.These 
studiesalso found that perioperative infectious 
complications were increased after using the stent 
in common bile duct2-5. Moreover it delays the surgery 
as the patient has to wait 2-4 weeks after biliary 
decompression for improving liver function. In 1999, 
Povoski et ~~eported that prior biliary 
decompression (PBD) was the only factor associated 
with postoperative infection and postoperative death. 
Bacterobilia was thought to develop in some patients 
with biliary stents due to postoperative ascending 
colonization 7. Many other's report discourage the use 
of PBD in cases of distal biliary obstruction8-13.These 
reports recommend that more studies are required 
to select the patient waiting for pancreatoduo 
denectomy who really need prior biliary 
decompression. One of the largest prospective 
randomized trials, performed in the United States by 
Pitt et al.14concluded that PBD does not reduce 
operative risk, rather it increases hospital cost and 
therefore it is not recommended at all. 

Cochrane Review found that PBD in patients with 
resectable pancreatic cancer and periampullary 
cancer undergoing surgery was associated with a 
similar mortality rate, but an increased incidence of 
serious morbidity, compared with patients who did 
not undergo PBD15. Jagannath et al.16reported that 
a positive bile culture in patients with drainage was 
associated with stent complications and duration of 
stenting and that uncomplicated stenting was not 
associated with increased rates of serious morbidity 
or mortality. Coates et al.17also concluded that the 
morbidity and mortality associated with PBD may not 
be as significant as previously reported due to recent 
refinements in endoscopic techniques and 
improvements in perioperative management. 

Subsequent studies recommended that preoperative 
drainage should be performed in selected 
patients18-19. a)lf the time from diagnosis to 
anticipated surgery is longer, then there is a chance 
of deterioration of gross liver function b) If patient 
with obstructive jaundice present with acute 
cholangitis, intense pruritus, or severe obstruction 
with very high bilirubin levels (>20 mg/di). c)lf patients 
are in poor status in terms of nutrition; develop 
ascites, leg edema, gross hypoalbuminemia and 
severe electrolyte imbalance due to obstructive 
jaundice, which is expected to improve with PBD d) 
If the tumor is locally advance or borderline 
resectable; neoadjuvant chemotherapy or 

chemoradiation is planned for them where PBD may 
prevent hepatotoxicity from chemotherapeutic agent 
e)Where hepatic resection (right or left lobectomy) 
is required along with pancreatoduodenectomy for 
distal bile duct malignancy with liver metastasis, PBD 
may improve liver functions and prevent post 
operative liver failure". 

Which stent is good if PBD is required? 
There are two types of stents usually used for biliary 
decompression, plastic or self-expanding metallic 
stents (SEMSs). Plastic stents are less costly but 
requires frequent changing before surgery. In 
contrast, SEMSs are costly and no changes are 
required before surgery. Several studies support the 
use of self-expanding metallic stents (SEMSs)21- 
23.They demonstrated that SEMSs provide excellent 
patency and with very few incidence of cholangitis 
after 4 weeks. It does not affect surgical technique 
and provides minimal postoperative complications in 
patients waiting to undergo pancreatico 
duodenectomy or in others as mentioned above. 
Decker et al.23reported no preoperative re 
intervention was required who received SEMS. In 
contrast, re-intervention was required in 40% patients 
who underwent plastic stenting. 

The other two studies comparing plastic and metallic 
stents for internal drainagefound no significant 
difference in either the overall or serious complication 
rates between SEMSs and plastic stents24,25. 
However it is recommended that SEMS is very much 
useful in patients who are candidates for neoadjuvant 
chemotherapy or chemoradiation with obstructive 
jaundice and resectable or borderline resectable 
pancreatic cancer. Considering all these facts it is 
concludedthat because of higher price of SEMSs it 
should be used for selected patients25. 

Our observation (data not published) 
We prospectively studied bile of common bile duct 
from 65 patients with obstructive jaundice who 
underwent surgery for determining the type of 
organism growth in bile and the types of antibiotic 
which are sensitive to them. It has been found that16 
patients who underwent PBD, organisms grew in bile 
of 14/16patients (87.5%). Ampicillin, Cephalosporin 
and Quinolone derivatives antibiotic were almost 
resistant to all these organisms. Meropenem, 
Tazobactam and Piperacillin, Amikacin were sensitive 
to 50% of less, however combination of any two of 
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these costly antibiotic provided 60-70% sensitivity to 
those growing organisms. The interesting findings 
were that all 14 patients developed postoperative 
wound infection in different grading; including burst 
abdomen. Their hospital stay was more and they 
spent more money for their recovery than who did 
not undergo PBD. 

Conclusions 
Considering above discussion, it is concluded that 
biliary decompression should not routinely be 
performed in patients with distal malignant biliary 
obstruction before pancreatoduodenectomy. It should 
only be consideredin carefully selected patients; the 
surgery is being delayed for any reasons, patients 
with severe jaundice, cholangitis, or severe 
malnutrition, neoadjuvant therapy is planned for 
potentially resectable or irresectable tumors. Although 
more expensive, the use of metallic stentsremain a 
viable option to achieve effective drainage without 
cholangitis and reintervention. 
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