














Downloaded from www.ccjm.org on January 14, 2025. For personal use
only. All other uses require permission.



Fig. 6. Barium is in the biliary tree; it has entered via a fistula from a duodenal ulcer, and
barium is in the diverticulum of the third portion of the duodenum.

Fig. 7. Right anterior oblique film showing deformity of the duodenal bulb with fistulous
communication between the duodenum and the common bile duct.
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INTERNAL BiLiary FisTuLa
Diagnosis

Before the development of roentgenography, the diagnosis of internal biliary
fistula usually was made only during surgery or at postmortem examination.
Today, if the communication is with the gastrointestinal tract, roentgenograms
in most instances will reveal the abnormal fistulous communication, following
the administration of barium orally or by rectum. Scout films of the abdomen
may reveal air in the region of the gallbladder or of the hepatic radicles—a diag-
nostic sign that indicates regurgitation of the intestinal contents into the biliary
tract. Michels and Hoerr! mentioned the diagnostic value of the presence of
air in the biliary tree and especially in the interlobar ducts, and also noted that
occasionally bacillary infection of the cholecystic wall will produce gas that
outlines the billiary tree.

The correct diagnosis was made by roentgen examination in 15 of our 18
cases (Table 3). Figures 1 through 7 are examples of the diagnostic value of
the roentgenograms.

Operative cholangiography has proved useful; it not only serves to confirm
the diagnosis but also to detect the presence of remaining calculi or other
abnormalities of the biliary tract.

Treatment

" When the fistula produces complications that cause clinical symptoms and
signs, ordinarily the treatment is surgical. Cholecystectomy and closure of the
abnormal duodenal or colic opening is the preferred procedure for the chole-
cystoduodenal and cholecystocolic fistulas. Subtotal gastrectomy with vagotomy
and gastrojejunostomy is the preferred procedure for the choledochoduodenal
type of duodenal ulcer, because the biliary tract will be protected from the
reflux of gastrointestinal contents. The exclusion-type subtotal gastrectomy and
vagotomy promote the healing of the offending duodenal ulcer. When stones
are present in the common bile duct, operative cholangiography, removal of
stones, and T-tube drainage, are indicated.

In 14 of our cases the treatment was surgical (Table 4). The four other
patients refused surgery.

Table 4.— Types of surgical treatment in 74 cases

Procedure No. of Recovery, Death,
cases no. of cases  no. of cases
Cholecystectomy, excision of fistula
and closure of duodenal or colic

opening . . . . . . . . . . .. 11 9 2
Exclusion-type subtotal gastrectomy . 1 1 -
Ileotransverse colostomy . . . . . . 1 1 —
Biopsy and drainage of pancreas. . . 1 - 1
TOTAL 14 11 3
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Results

Of the four patients who did not undergo surgery, two were lost to follow-up;
one died one year after the examination, from carcinoma of the gallbladder and
metastasis to the liver; and one was asymptomatic five years after the initial
examination.

Of the 14 patients who underwent surgery, 11 have done well for one month
to six years since operation. Three died: one from hepatorenal failure on the
second postoperative day; one from carcinoma of the pancreas on the sixty-
seventh postoperative day; and the third from an undetermined cause (autopsy
was not performed) on the fourth postoperative day.

Summary

Eighteen cases of internal biliary fistula are reported and discussed in relation
to etiology, diagnosis, and treatment. Although the disease presents no charac-
teristic clinical picture, the roentgen findings offer a reliable means of diagnosis.
When the fistula produces complications that cause clinical symptoms and signs,
and the patient’s general condition permits, surgical treatment is indicated.
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