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Abstract
The treatment of biliary stenoses is based on the use of plastic or metallic biliary prostheses put in place during endoscopic ret-

rograde cholangio pancreatography, we aim through this study to identify the main indications of biliary prostheses and the short-

term results. We collected 107 cases of patients during an 11-year period in whom biliary implants were placed. Biliary stenting was

indicated for malignant strictures in 54% of cases and for benign strictures in 46% of cases. Malignant strictures are dominated by
tumors of the head of the pancreas, cholangiocarcinomas, while Stenting for benign pathologies is mainly represented by calculations
in the absence of total biliary clearance and chronic pancreatitis, The short-term evolution was favorable in all our patients.
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Introduction
The insertion of biliary prostheses has transformed the management of bilio-pancreatic stenosis, it allows to restore bile flow when

it is interrupted by a malignant stenosis but also by benign stenosis, The goal is to lift jaundice and pruritus. Two types of prostheses are

currently used, plastic prostheses and self-expanding metallic prostheses which are placed at the time of endoscopic retrograde pancreatography cholangio (ERCP) [1].

Objective of the Study

To identify the main indications for biliary prostheses and the short-term results.

Material and Methods

This was a descriptive retrospective study carried out between October 2008 and July 2019, including all patients who had benefited

from a biliary prosthesis for malignant and benign stenosis. Our data are collected from the CPRE registers.

Results

Over a period of 11 years, 107 patients were collected, including 45 men and 62 women. As a history 24 of our patients were cholecys-

tomized, The clinical presentation: 73 patients had presented cholestatic jaundice, 14 of the hepatic colic, 8 patients had a pancreatic type
pain, 7 patients of bilious vomiting and 5 patients suffered from atypical abdominal pains. Biliary stenting was indicated for malignant
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strictures in 54% of cases and for benign strictures in 46% of cases. Malignant strictures are dominated by tumors of the head of the

pancreas in 23%, cholangiocarcinomas in 19%, ampullomas in 6% and hepatic compressive metastases in 6%. Stenting for benign pathologies is mainly represented by stones in the absence of total biliary clearance in 32%, chronic pancreatitis in 6%, ruptured liver hydatid

cysts in the bile ducts in 5%, trauma to BPV in 3% and primary sclerosing cholangitis in 2%. 76% of the patients had a plastic biliary
prosthesis and 22.4% of the patients had a metallic prosthesis. The short-term course was favorable in all of our patients.

Discussion

The insertion of biliary implants endoscopically has revolutionized the management of biliopancreatic conditions, in particular the

palliative treatment of malignant stenosis of the biliary tract [2]. Choosing a device with a metallic or plastic prosthesis is often difficult.
Indeed, the data in the literature do not allow to have a definite position, different factors can influence the decision, and it is frequent that
it can only be taken during the endoscopic procedure [3-5].
Plastic prosthesis

The first prostheses introduced in the 80s by Soehendra were plastic prostheses [6].
Its advantage is the lower costs, and its withdrawable or exchangeable nature [7].

Its disadvantage is the obstruction of the biliary sediment which occurs within a median period of approximately 4 months; this risk

is estimated at 30% at 3 months and 70% at 6 months [8].
Metal prosthesis

Allow to obtain a large caliber after their release at the level of the biliary stenosis [9]. A distinction is made between non-covered ex-

pandable stents and those covered with plastic film Their Advantage is the significantly longer permeability duration than that of plastic
prostheses: approximately 6 to 9 months knowing that they are Inextirpable once installed.

In our study, 83 patients had a plastic biliary prosthesis and 24 patients had a metallic prosthesis.

The indication for the placement of a biliary prosthesis is the presence of benign or malignant stenosis.
Malignant stenosis

There are two types of prosthesis indications for malignant strictures: temporary preoperative drainage and definitive palliative drai-

nage.

The main indication for biliary prostheses remains the definitive palliative drainage of tumor stenoses: Pancreatic cancer [13], Cholan-

giocarcinoma [14]: Biliary stenosis under hilar or hilar.

Temporary preoperative drainage most often uses non-extricable metal prostheses but of limited length so as not to hinder subsequent

surgery [10] but this type of drainage increases the rate of biliary bacterial colonization, as well as the rate of postoperative infections

[11]. Preoperative biliary drainage therefore appears necessary only in certain selected indications [12]: Angiocholitis, Severe jaundice
(bilirubin > 350 µmol), Severe under nutrition, preoperative delay suggesting bilirubin > 350 µmol/l on the day of the chemotherapy or
radio intervention preoperative chemotherapy.
Benign stenosis

The prevailing etiology in the West is surgery, in particular post-cholecystectomy stenosis. The incidence of post-cholecystectomy

stenosis is 0.2 - 0.5% with a recent downward trend [15].

Citation: GK Bennani., et al. “Biliary Implants: Indications and Results”. EC Gastroenterology and Digestive System 7.3 (2020): 01-04.

Biliary Implants: Indications and Results
03

10 - 30% of chronic pancreatitis is complicated by symptomatic bile stenosis. When this is due to edema or a pseudocyst, the response

to endoscopic treatment is better than in the case of a predominantly fibrotic stenosis [16].

The presence of ulcerative colitis should suggest primary sclerosing cholangitis, the diagnosis of which is sometimes difficult in the

event of early disease. Primary sclerosing cholangitis is one of the rare pathologies for which endoscopic retrograde cholangio-pancre-

atography (ERCP) for diagnostic purposes only may remain indicated if cholangio-pancreatography by magnetic resonance (CPRM) is
inconclusive. Endoscopic treatment of an extrahepatic stenosis, called „dominant”, can prolong survival and delay the need for a liver
transplant. It is nevertheless important, in view of the increased risk of cholangiocarcinoma in this pathology, to exclude an etiology
malignant stenosis [17].

In our series Biliary stenting was indicated for malignant strictures in 54% of cases and for benign strictures in 46% of cases. Malig-

nant strictures are dominated by tumors of the head of the pancreas in 23%, cholangiocarcinomas in 19%, ampullomas in 6% and hepatic
compressive metastases in 6%. Stenting for benign pathologies is mainly represented by stones in the absence of total biliary clearance

in 32%, chronic pancreatitis in 6%, ruptured liver hydatid cysts in the bile ducts in 5%, trauma to BPV in 3% and primary sclerosing
cholangitis in 2%.

Conclusion

Endoscopic treatment with placement of a biliary prosthesis is currently the treatment of choice for removing biliary obstruction. The

main indication for stenting was the malignant pathology represented mainly by pancreatic tumors and cholangiocarcinomas, followed
by the lithiasic pathology. The short-term course was favorable in all of our patients.
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