
Colangioscopia
Extrema

Dr. José Ignacio Vargas D.
Profesor Asistente, Departamento de Gastroenterología, 
Facultad de Medicina,  Pontificia Universidad Católica de Chile.
Endoscopía Avanzada y Terapéutica, Red de Salud UC-Christus.
Fellowship Endoscopía Terapéutica, Saint Michael’s Hospital, Universidad de 
Toronto
jivargasd@uc.cl

Colaboración: Dra. María Fernanda Barra

Nuevas alternativas endoscópicas para manejo de 
patología biliar e intrahepática compleja

http://uc.cl


Temario

• Conceptos actuales de Colangioscopía y sus indicaciones
• Uso de colangioscopia en escenarios complejos
• Casos clínicos
• Datos locales



• Dispositivo que se introduce por 
duodenoscopio durante ERCP, 
permitiendo visualizar directamente 
vía biliar y páncreas
• Técnica bien establecida para 

diagnostico y terapia de vía biliar 
extrahepática
• Indicaciones diagnósticas y 

terapéuticas

Navaneethan U, Ho Moon J, “Biliary interventions using single-operator cholangioscopy” Digestive Endoscopy 2019; 31: 517–526)

ERCP - Colangioscopía



Estenosis 
indeterminada

Extensión 
neoplasias 
intraductales

Biopsias bajo 
visión directa

Compresión 
extrínseca

Visualización 
cálculos pequeños

Diagnóstico
Extracción 
cálculos biliares 
complejos

Litotripsia
intraductal de 
cálculos de gran 
tamaño

Manejo estenosis 
complejas VB

Litiasis del 
conducto cístico

Terapéutico
ERCP - Colangioscopía

ERCP + 
Colangioscopía
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ERCP - Colangioscopía

Gastrointest Endosc 2025;101:979-87 / Gastrointest Endosc 2023;97:898-910.

Enfermedades de vía biliar intrahepática (VBIH)
- Estenosis (CEP, post quirúrgicas, post trasplante)
- Litiasis intrahepática
- Neoplásicas
- Fístulas/fugas intrahepáticas (post quirúrgicas, post 

traumáticas).
- Infecciosas

Poco frecuentes, desafío clínico, manejo 
multidisciplinario.

Datos escasos en literatura sobre manejo endoscópico



ERCP - Colangioscopía

Gastrointest Endosc 2025;101:979-87 / Gastrointest Endosc 2023;97:898-910.

Abscesos hepáticos

Enfermedades de vía biliar intrahepática

Fugas
intrahepáticas

Litiasis
intrahepática



Abscesos Hepáticos

• Masa localizada de pus, rodeada por tejido 
inflamatorio, causada por invasión de microorganismos 
en parénquima hepático sano

• Incidencia 
• EEUU 4.1/100.000, China 5.6/100.000, Taiwán 

17.6/100.000
• Diabetes Mellitus, Desnutrición, Inmunosupresión.

• Etiopatogenia
• Tromboflebitis infecciosa de vena porta o sus ramas, 

estenosis biliar maligna, instrumentación, 
coledocolitiasis, CEP, enfermedad de Caroli, parásitos. 

• Diseminación: directa , hematógena, traumática

Roediger, R, Lisker M; “Pyogenic and Amebic Infections of the Liver” Gastroenterol Clin N Am 49 (2020) 361–377
Wadhera S, Arora N, “Review: Modern Management of Liver Abscess”; J Gastrointest Infect 2022;12:86–93 



Abscesos Hepáticos

• Cuadro Clínico: Fiebre, dolor abdominal, 
náuseas/vómitos, pérdida de peso, cefalea, 
mialgias, diarrea. 

• Laboratorio: Leucocitosis, PCR elevado, VHS 
elevada, hipoalbuminemia, alteración pruebas 
hepáticas.

• Imágenes:
• TC: lesión única <1cm con tabiques. Gas interior. 

Para diferenciar absceso de tumor.
• RNM: lesión hipointensa en T1 e hiperintensa en 

T2  
Roediger, R, Lisker M; “Pyogenic and Amebic Infections of the Liver” Gastroenterol Clin N Am 49 (2020) 361–377

Wadhera S, Arora N, “Review: Modern Management of Liver Abscess”; J Gastrointest Infect 2022;12:86–93 



Antibióticos IV
- Cobertura para BGN, CGP, 

anaerobios
•2 semanas endovenoso, 

completar 2 a 8 semanas
•Respuesta clínica en 3 a 4 

días.

Drenaje Percutáneo
- Sin respuesta clínica después 

de 5 días, mayores a 5 cm, 
signos de rotura inminente.

•Tasa de éxito primario 72%. 
•Falla: múltiples, gran tamaño, 

contenido viscoso, necrosis.
•Riesgos: hemorragia, 

infección, neumotórax, retiro 
de drenaje

Cirugía
•Falla drenaje percutáneo
•Laparoscópico
•Riesgos: hemorragia, 

contaminación, peritonitis, 
fístulas, pulmonares.
•Profundos, multiples, 

inmunosuprimidos, 

Abscesos Hepáticos: Manejo

Gastroenterol Clin N Am 49 (2020) / J Gastrointest Infect 2022;12:86–93



Abscesos Hepáticos

Drenaje Intraductal por vía endoscópica
- Ventajas teóricas:

- Mejores resultados, al aprovechar árbol biliar para drenaje y reduce 
complicaciones

- Menos invasivo, menor riesgo de hemorragia, infecciones, neumotórax.

- Permite drenaje eficaz y continuo.
- Toma de muestras para microbiología
- Reduce tiempo de estancia hospitalaria y recuperación más rápida

- Complicaciones: pancreatitis. 
- ¿Limitado por ubicación del absceso?
- Escasos datos en la literatura.

Gastroenterol Clin N Am 49 (2020) / J Gastrointest Infect 2022;12:86–93



Abscesos Hepáticos

J Clin Transl Hepatol. 2016 Jun 15;4(2):158–168.



Caso Clínico N°1

• 61 años
• Trasplante hepático  donante cadáver 
• Estenosis vía biliar post trasplante.

- Motivo de consulta: fiebre persistente, CEG.
- Exámenes:  PCR 33.21 Procalcitonina 122.09 SCr 1.79 GB 10.500 Plaquetas: 258.000 Hcto 21.8% Hb 

7.4
- Hemocultivos: Enterococcus faecium, Klebsiella Pneumoniae, BLEE 
- RNM: Absceso hepático del segmento anterior asociado a laguna peribiliar segmentaria anterior 

derecha, hallazgos pueden traducir isquemia biliar. 
- AngioTC: Arteria hepática derecha e izquierda permeable con trayecto filiforme, con escasa 

presentación de su sitio anastomótico. Infarto hepático del segmento VIII, sin cambios. 





Fístulas/fugas biliares

• Conexión anormal entre el sistema biliar con 
otro órgano o cavidad.
• Frecuente en cirugía de hígado y vía biliares 

(colecistectomía, resección hepática, cirugía de 
quiste hidatídico, lesiones penetrantes)

• Extrahepáticas:
• 0.2-0.5% post colecistectomía.
• Diagnóstico: TC, CRM
• Tratamiento de elección: ERCP +/- prótesis
• Tasa de éxito: >90%

(2022). Treatment of Biliary Leaks and Fistulas. In: Testoni, P.A., Inoue, H., Wallace, M.B. (eds) Gastrointestinal and 
Pancreatico-Biliary Diseases: Advanced Diagnostic and Therapeutic Endoscopy. 

Gastrointest Endosc 2019;90:233-41

There was no statistically significant difference in the
rate of post-ERCP AEs based on the type of ERCP interven-
tion for BDLs, with rates of 13%, 9%, and 9% for sphincter-
otomy only, stent only, and combination therapy,
respectively (P Z .272). Thus, it was excluded from the
multivariate analysis (Table 3).

Early ERCP failure analysis
Bothcombination therapy and stentmonotherapy showed

a lower rate for early failure (3% and 4%, respectively) as
compared with sphincterotomy monotherapy (11%, P <
.001) (Fig. 2). This trend persisted in multivariate analysis
with an OR of .2 (95% confidence interval, .1-.5; P < .001)
for combination and an OR of .4 (95% confidence interval,
.2-.9; P Z .009) for stent monotherapy as compared with
sphincterotomy monotherapy (Table 4). Other factors
associated with higher failure odds were advanced age,
Medicaid insurance, increased comorbidities, and teaching
or rural hospitals (Table 4).

Timing of ERCP did not show a significant correlation
with early failure, which was 7%, 6%, and 5% for emergent,
urgent, and expectant, respectively (P Z .4). Thus, it was
excluded from the final multivariate analysis model predict-
ing early failure (Table 4).

In-hospital mortality analysis
Among the 1028 patients, 20 (2%) died during hospital-

ization. A U-shaped trend was observed with in-hospital
mortality rate based on ERCP timing with emergent, ur-
gent, and expectant rates of 5%, 0%, and 2%, respectively
(P < .001). The highest mortality rate was observed among
those who had ERCP failure of 9.1%, compared with 1.5%
among those who had ERCP success (P < .001). Other

TABLE 3. Management of postcholecystectomy biliary leak with outcome of post-ERCP AEs

Characteristic Subcategory

Univariate analysis Multivariate analysis

OR 95% CI P value OR 95% CI P value

Age 18-39 y 1

40-64 y 2.8 1.7-5.8 .005 2.4 1.1-5.3 .031

!65 y 3.1 1.5-6.4 .002 2.2 .8-6.5 .137

Insurance Private 1

Medicare 2.7 1.5-5.2 .002 1.7 .7-4.1 .253

Medicaid 2.5 1.2-5.1 .013 2.1 .9-4.8 .084

Others/self-pay 2.9 1.4-6.0 .004 3.6 1.6-8.0 .002

Hospital teaching and region Urban nonteaching 1

Urban teaching 1.3 .8-2.2 .233 .8 .5-1.5 .544

Rural 4.7 2.4-9.1 <.001 3.5 1.7-7.5 .001

ERCP timing from bile duct leak Emergent: within 1 day 1

Urgent: 2-3 days .9 .5-1.7 .79

Expectant: >3 days .8 .4-1.3 .35 Excluded

ERCP intervention Sphincterotomy only 1

Biliary stent only .7 .4-1.3 .28

Combination therapy .7 .4-1.1 .15 Excluded

Charlson comorbidity index score > 1 3.2 2-5.2 <.001 2.5 1.4-4.4 .002

Pre-ERCP AEs .6 .4-1.1 .13 Excluded

Admission during weekend 2.2 1.4-3.6 .001 Excluded

ERCP during weekend 4.2 1.9-9.1 <.001 6.6 2.9-15.3 <.001

ERCP early failure 15.3 8.4- 27.7 <.001 13.2 6.8-25.8 <.001

Other variables that were not significant: gender, race, and geographic region (not shown in the table). Nonsignificant variables were excluded from multivariable analysis using
backward stepwise selection.
OR, Odds ratio; CI, confidence interval; AEs, adverse events.

11%

4%
3%

Sphincterotomy Biliary stent Combination therapy

P = .005

P = .543

P < .001

Figure 2. Early failure of endoscopic therapy rate.

www.giejournal.org Volume 90, No. 2 : 2019 GASTROINTESTINAL ENDOSCOPY 237

Abbas et al Endoscopic management of postcholecystectomy biliary leak



Fístulas/fugas biliares intrahepáticas

• Fístulas Intrahepáticas
• ERCP: tratamiento primera línea

• Esfinteretomía y/o stent
• Mayoría de evidencia en vía biliar 

extrahepática

• Fístulas refractarias: difícil manejo
• Opciones: 

• Prótesis metálicas
• Embolización intrahepática con coils
• Uso de adhesivos (cianocrilato) 

• Escasa evidencia: reporte de casos.
Endoscopy 2020; 52: E322–E323 / ACG Case Rep J 2022;9:e00743.

stent placed at the index ERCP, this should have sufficed for
preferential drainage for both leaks (RHD and RHD intra-
hepatic branch).

Owing to the peripheral location and refractory nature of the
bile leak, biliary embolization was deemed necessary. Selective

intrahepatic branch cannulation was performed with a long-
wire sphincterotome (Cotton CannulaTome; Cook Medical)
over an angle tipped 0.035 inches by a 450-cm guidewire
(Jagwire; Boston Scientific). Sterile water was flushed through
the sphincterotome after guidewire removal. Endobiliary coils
(Tornado 0.035 inch, 5–3 mm; CookMedical) were loaded and
deployed by pushing them through the sphincterotomewith the
guidewire. A total of 3 endobiliary coils were deployed. The
biliary stent was replaced (Figure 3). Bilious drain output
markedly decreased. This improvement in bilious drain output
was attributed to biliary coil embolization because the length of
the plastic stent placed during the second ERCPwas the same as
the index procedure. Pain control and diet tolerance were ach-
ieved.Hewas discharged homewith the right intrahepatic drain in
position. Six weeks after biliary coil embolization, the patient
continued to improve and reported low-volume drainage with
improvement in the size of right lobenecrotic collection (Figure 4).

DISCUSSION
Bile leaks are classified as low-grade or high-grade based on
cholangiograms performed during ERCP, with high-grade
leaks identified before intrahepatic opacification vs low-grade
leaks which require complete or near-complete filling of
intrahepatic ducts to be identified.16,17 Our patient had a re-
fractory, high-grade intrahepatic leak, and the decision was
made to embolize the duct withmetallic coils. To the best of our
knowledge, this is the third reported case of endobiliary coil
placement alone, all of which lead to the resolution of a re-
fractory biliary leak after initial failure at intervention.

Figure 1. Complex right hepatic lobe necrotic collection measuring
13 by 8 cm with internal gas bubble formation (yellow arrow) with
endovascular coils noted in branches of the hepatic artery (yellow
cross).

Figure 2. Index endoscopic retrograde cholangiopancreatography
with cholangiogram with high-grade bile leak from the right hepatic
duct just above the bifurcation.

Figure 3. Sequential cholangiograms. (A) Bile leak from the right
intrahepatic branch (yellow arrow), (B and C) placement of intra-
ductal biliary coils at the bile leak site and (D) plastic biliary stent in
place.

ACG Case Reports Journal / Volume 9 acgcasereports.com 2

Dutra et al Endoscopic Coil Embolization



Caso Clínico N°2

• Cáncer páncreas etapa IV, con compresión tumoral de colédoco + trombosis tumoral 
porto mesentérica

• Fístula a primera porción de duodeno

• ERCP previa con prótesis metálica

• Motivo de consulta: CEG, ictericia, anemia

• Exámenes:  FA: 1824 GGT: 1021 BT: 4.3 PCR 16 y Hb 9.1 

• AngioTAC Abomen y pelvis: Masa pancreato-duodenal fistulizada a la primera porción 
del duodeno con formación de una colección hidroaérea. Prótesis biliar in situ. Absceso 
hepático comunicado a colección subcapsular.





Litiasis intrahepática

• Presencia de cálculos dentro de vía biliar intrahepática
• Estenosis biliar post-operatoria, CEP, colestasis intrahepática familiar 

progresiva y colangitis piógena recurrente, enfermedad de Caroli.

• Manejo complejo, multidisciplinario.
• Colangitis, abscesos, CB secundaria, sepsis, neoplasias vía biliar, 

atrofia segmento comprometido, recurrencia.

• Diagnóstico
• Clínica: según grado de colestasia e infección. 
• Laboratorio: poca información: inflamación, colestasia, ictericia.
• Imágenes: CPRM: Evaluar árbol biliar, presencia y localización de 

litiasis, presencia de estenosis.
Motta R, et al “Hepatolithiasis: Epidemiology, presentation, classification and management of a complex disease” World J Gastroenterol 2024 April 7; 30(13): 1836-1850)



Litiasis intrahepática: manejo multidisciplinario
Motta RV et al. Hepatolithiasis

WJG https://www.wjgnet.com 1843 April 7, 2024 Volume 30 Issue 13

Figure 2 Schematic summary of the main treatments of hepatolithiasis according to clinical presentation. POCSL: Peroral cholangioscopy with lithotomy; PTCSL: Percutaneous transhepatic cholangioscopic lithotomy.

Interventional management
Interventional treatment for hepatolithiasis involves various techniques, such as peroral cholangioscopy (POCS)[76], 
percutaneous transhepatic cholangioscopic lithotomy (PTCSL)[77], and percutaneous transhepatic balloon dilation[78].

POCS, associated or not with lithotomy has gained increased importance in the treatment of hepatolithiasis[79,80]. In a 
recent study evaluating the efficacy and safety of POCS (SpyGlass), technical success was achieved in 71.4% and clinical 
success in 57% of cases[81]. Similar results were previously reported in a larger retrospective study comparing the 
outcomes of hepatectomy (n = 90), PTCSL (n = 97) and POCS (n = 49)[46]. Complete stone clearance was achieved in 
83.3% of hepatectomies, 63.9% of PTCSL, and 57.1% of POCS patients. PTCSL has a higher success rate, achieving 
complete stone removal in up to 85% of the cases, but with a recurrence rate reaching more than 50%[46,82-85]. Moreover, 

World J Gastroenterol 2024 April 7; 30(13): 1836-1850



Litiasis intrahepática

Gastrointest Endosc 2019;89:1075-105

Tratamiento Descripción Efectividad Aproximada

Endoscopía convencional Extracción de cálculos bajo 
visión fluoroscópica sin 
visualización directa

~66% de éxito

Terapia endoscópica
(Colangioscopía +/-
litotripcia intraductal)

Incluye litotripsia
electrohidráulica o láser
bajo colangioscopía
peroral

>85% eliminación de 
cálculos

Terapia percutánea Litotripsia colangioscópica
transhepática mediante
catéter o tubo en T

~85% de éxito

Resección hepática Para enfermedad severa o 
recurrente con atrofia o 
estenosis

80-100% de éxito



Litiasis intrahepática: tratamiento quirúrgico

• 149 pacientes (72 Chile, 77 Brasil). 
• Edad media: 49 años; sexo femenino (62,4%). 
• Localización Hepatolitiasis

• Lóbulo izquierdo (61,7%), lóbulo derecho (24,2%) y bilaterales
(14,1%). 

• Aclaramiento postoperatorio de cálculos: 100%. 
• Morbilidad y mortalidad a 30 días : 30,9% y 0,7% 
• Recidiva de cálculos intrahepáticos: 9,4%

resonance imaging (MRI) and magnetic resonance chol-
angiopancreatography, the diagnosis of liver stones has become
more frequent.3 One of the main features of hepatolithiasis is its
association with recurrent cholangitis, which can lead to pro-
gressive biliary strictures, abscess, secondary cirrhosis, atrophy of
the affected liver, and even cholangiocarcinoma.4

The treatment is complex and must be individualized according
to the presentation of the disease. The main goals are the complete
removal of stones and the elimination of bile stasis, infection, and
prevention of progression to cholangiocarcinoma. This might be
achieved by noninvasive procedures such as percutaneous trans-
hepatic cholangioscopic lithotripsy, percutaneous transhepatic
biliary laser lithotripsy, and extracorporal shock wave lithotripsy,
but the incidence of residual and recurrent stones could be as high
as 20% to 50%.5e7

Liver resection has been reported to promote excellent long-
term results, because intrahepatic stones and eventual biliary
strictures can be simultaneously removed, thereby reducing the
risk of recurrence. The main indications for liver resection are
unilobar or segmental disease and the presence of irreversible le-
sions as parenchyma atrophy, biliary stenosis, or severe fibrosis of
the affected liver segment/lobe.8e10

Despite being considered a rare disease in Western countries,
especially in South America, a significant number of cases have
been reported since the early 1960s. Recent case series regarding
the treatment of this challenging disease, mostly from Brazil and
Chile, have shown an apparent increase in incidence of hep-
atolithiasis in both countries.2,10e12 However, these reports were
limited to relatively small single-center series.

The aim of the present study was to evaluate the results of liver
resection for the treatment of hepatolithiasis in 2 referral hep-
atobiliary centers from Brazil and Chile, representing the largest
non-Asian experience.

Material and Methods

We conducted a retrospective study with pooled data from 2
Latin-American centers: UC-Christus Clinical Hospital, Pontificia
Universidad Catolica from Santiago, Chile, and Hospital Das
ClinicaseUniversity of S~ao Paulo School of Medicine from S~ao

Paulo, Brazil. All patients who underwent major or minor hepa-
tectomies as treatment for hepatolithiasis (primary or secondary),
between November 1986 and December 2018, were included.
Appropriate authorization was obtained from the Institutional Re-
view Board of both institutions.

Hepatolithiasis was defined as the presence of stones in the
intrahepatic bile duct proximal to the right and left hepatic duct
confluence. Major hepatectomywas defined as resection of!3 liver
segments, whereas minor hepatectomy was considered as a
resection including <3 segments.

All patients were evaluated on diagnosis with contrast-
enhanced computed tomography or MRI. These examinations
provided information about the location of the stones and presence
of biliary stricture, abscesses, or liver atrophy.

All patients with a diagnosis of hepatolithiasis were discussed
in a multidisciplinary meeting. Patients who were amenable to the
endoscopic approach for the clearance of all stones, the clearance
of 1 lobe in bilateral disease, or had choledocolithiasis in addition
to hepatolithiasis, underwent endoscopic retrograde chol-
angiopancreatography (ERCP) as a first management strategy.
Those patients who failed ERCP or had residual or recurrent stone
disease despite endoscopic management were evaluated for liver
resection.

Upfront hepatectomy was indicated in all patients with symp-
tomatic hepatolithiasis associated with stenosis of a hepatic or
intrahepatic duct, recurrent pyogenic cholangitis, atrophy of the
affected liver segments or lobe, or liver abscesses that were not
amenable for ERCP or had irreversible biliary damage. Percuta-
neous treatment of hepatolithiasis was not considered in our series
because endoscopic and surgical options were considered the most
safe and effective options (Figure 1).

At surgery, all compromised liver segments were resected
anatomically with or without intermittent hepatic flow occlusion,
using an open or laparoscopic approach. The common bile duct was
resected and a Roux-en-Y hepaticojejunostomy was performed in
all patients with strictures of the common bile duct or when the
common bile duct presented a diameter >3 cm. Patients were
routinely followed with laboratory tests and serial computed to-
mography or MRI every 6 months for the first 2 years after
hepatectomy.

 HEPATOLITHIASIS

ERCP

Severe inflamatory changes

Irreversible biliary damage

Multiple hepatolithiasis not amenable to 
ERCP

All discussed in Multidisciplinary 
Conference

LIVER 
RESECTION

Hepatolithiasis + Choledocholythiasis

Amenable to endoscopic treatment

Bilateral involvement with possible 
clearance of one side

Residual lithiasis despite ERCP

Recurrent lithiasis

Unable to get complete stone clearance

Figure 1. Management algorithm in patients with hepatolithiasis. ERCP, endoscopic retrograde cholangiopancreatography.
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a b s t r a c t

Background: Hepatolithiasis is a prevalent disease in Asia but rare in Western countries. An increasing
number of cases have been reported in Latin America. Liver resection has been proposed as a definitive
treatment for complete stone clearance. The aim of this study was to evaluate the postoperative out-
comes of liver resection for the treatment of hepatolithiasis in 2 large hepatobiliary reference centers
from South America.
Methods: We conducted a retrospective descriptive analysis from patients with hepatolithiasis who
underwent liver resection between November 1986 and December 2018, in 2 Latin-American centers in
Chile and Brazil.
Results: One hundred forty-nine patients underwent liver resection for hepatolithiasis (72 in Chile, 77 in
Brazil). The mean age was 49 years and most patients were female (62.4%). Hepatolithiasis was localized
in the left lobe (61.7%), right lobe (24.2%), and bilateral lobe (14.1%). Bilateral lithiasis was associated with
higher incidence of preoperative and postoperative cholangitis (81% vs 46.9% and 28.6% vs 6.1%) and need
for hepaticojejunostomy (52.4%). In total, 38.9% of patients underwent major hepatectomy and 14.1%
were laparoscopic. The postoperative stone clearance was 100%. The 30-day morbidity and mortality
rates were 30.9% and 0.7%, respectively. Cholangiocarcinoma was seen in 2 specimens, and no post-
operative malignancy were seen after a median follow-up of 38 months. Fourteen patients (9.4%) had
intrahepatic stones recurrence.
Conclusions: Liver resection is an effective and definitive treatment for patients with hepatolithiasis.
Bilateral hepatolithiasis was associated with perioperative cholangitis, the need for hepaticojejunostomy,
and recurrent disease. Resection presents a high rate of biliary tree stone clearance and excellent long-
term results, with low recurrence rates and low risk of malignancy.

© 2022 Elsevier Inc. All rights reserved.

Introduction

Hepatolithiasis, defined as the presence of stones in any
intrahepatic bile duct proximal to the confluence of the right and

left hepatic ducts, is a prevalent disease in Japan and Southeast
Asia with incidences ranging from 3% to 21% among all biliary
stone diseases but is quite rare in Western countries with an
incidence of 1% to 2%.1,2 The cause remains unclear, but in Western
countries, intrahepatic stones are usually formed as a consequence
of biliary stasis secondary to an extrahepatic factor (eg, common
bile duct stones, postoperative and/or inflammatory strictures of
the bile ducts), congenital diseases (e.g. Caroli’s disease), or in
some ethnic groups with a tendency to produce lithogenic bile.
With the routine use of imaging methods, especially magnetic

* Reprint requests: Martin Dib, MD, Department of Digestive Surgery, School of
Medicine, Pontificia Universidad Cat!olica de Chile, Diagonal Paraguay 362, Santiago,
Regi!on Metropolitana, Chile.

E-mail address: dibmartin@gmail.com (M.J. Dib);
Twitter: @DanielGOneto, @dibmartin

Contents lists available at ScienceDirect

Surgery

journal homepage: www.elsevier.com/locate/surg

https://doi.org/10.1016/j.surg.2022.10.024
0039-6060/© 2022 Elsevier Inc. All rights reserved.
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- Eficacia y seguridad de colangioscopía en cálculos intrahepáticos y CBC complejos.

- Estudio observacional, Unicentro, retrospectivo, entre 2016 y 2022
- 70 pacientes (22 cálculos intrahepáticos y 48 en CBC)

- Tasa de extracción completa de cálculos
- Mayor en grupo de CB común que en grupo IH en la primera sesión (79% vs. 59%)
- Después de múltiples tratamientos, ambos grupos tuvieron buenos resultados (95% vs. 

100%)

- Grupo IH mayor incidencia de colangitis (36% vs. 8%, p = 0.007)

J. Clin. Med. 2024, 13, 5422.

Litiasis intrahepática: manejo ERCP-Colangioscopía

J. Clin. Med. 2024, 13, 5422 2 of 9

increasing number of cases. EHL or laser lithotripsy under POCS is particularly effective
for managing large stones in the common bile duct; however, the treatment of intrahepatic
stones remains challenging [7]. Additionally, POCS-assisted EHL for intrahepatic stones
is associated with a higher incidence of cholangitis. Therefore, it is necessary to exercise
caution and meticulously perform the procedure in experienced medical facilities [8].

Reports on the endoscopic treatment of intrahepatic stones are scarce. Previous
studies have examined the endoscopic treatment of difficult stones, including a few cases of
intrahepatic stones; however, no studies have focused specifically on the results and efficacy
of intrahepatic stone treatment [9]. Factors that increase the difficulty of stone removal by
conventional endoscopic retrograde cholangiopancreatography (ERCP) reportedly include
Mirizzi syndrome, intrahepatic stones, a stricture that is distal to a stone, and a narrow bile
duct–stone ratio [9]. Intrahepatic stones typically satisfy all these conditions other than
Mirizzi syndrome.

We consider the characteristics of intrahepatic stones and common bile duct stones to
be very different; thus, they should be studied separately when examining the efficacy and
safety of endoscopic treatment. Typical cases of difficult-to-treat intrahepatic and common
bile duct stones at our hospital are presented herein. Intrahepatic stones are often seen in
patients with bile duct narrowing due to conditions such as primary sclerosing cholangitis
or postoperative scars (Figure 1A) or, in cases warranting EHL, due to the obstruction
of the intrahepatic bile duct, attributed to anastomotic stricture (Figure 1B). However,
difficult-to-treat common bile duct stones are often large stones that cannot be grasped
with a basket catheter (Figure 1C) or stacked stones, making it challenging to employ stone
removal devices (Figure 1D). Although reports of the endoscopic treatment of difficult
stones are widespread, few studies have compared the results of the endoscopic treatment
of intrahepatic stones and common bile duct stones. We focused on the differences between
intrahepatic stones and common bile duct stones and examined and compared the treatment
outcomes of POCS-assisted EHL to evaluate its efficacy and safety in treating both types
of stones.
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Figure 1. (A) Multiple stones caused by bile duct stenosis. (B) Stones obstructing the intrahepatic bile
duct. (C) Large stones in the common bile duct. (D) Multiple stones in the common bile duct.



Caso Clínico N°3
• 59 años

• Antecedentes:
• Médicos: Enfermedad de Caroli y abscesos hepáticos múltiples en 2018
• Quirúrgicos: hepatectomía derecha 2018
• Fármacos: UDCA 250 mg c/8 horas

• MC: dolor abdominal, fiebre, coluria.

• Lab: GB 16600, PCR 12.6, GOT 57, GPT 206, FA 229, GGT 141, BT 1.72
• RM abdomen + ColangioRM: 

• Nueva dilatación de la vía biliar intrahepática segmentaria lateral izquierda con cambio de calibre
en relación a foco de estenosis en confluencia de segmentos Il y Ill, con hepatolitiasis en este sitio, 
con foco colangítico subcapsular en unión de segmentos Il y Ill.





Experiencia UC-Christus

Variable Extrahepática      (n 
= 38)

Intrahepática
(n = 40)

Valor p

Edad promedio (años) 68.6 60.6 0.004

Mujeres (%) 60.8 37.8 0.309

Éxito técnico (%) 100 100 1.0

Éxito clínico (%) 100 83.8 0.134

Sangrado (%) 0.0 0.0 1.0

Colecciones (%) 0.0 0.0 1.0

Pancreatitis aguda  (%) 2 (7.6%) 2 (5.4%) >0.05

Vargas JI, Maquilón S, Corsi O, Espino A et al. Digital Cholangioscopy in Complex Biliary Pathology: Clinical Experience and 
Outcomes by Anatomical Location in a Referral Center, Manuscrito en preparación.

Etiología IH n

Estenosis post-TH 18

Estenosis inflamatoria
no post-TH 13

Litiasis 15

Neoplasias 4

Abscesos 3

CEP 4

Otras (fistulas, prótesis
migradas, fiduciales). 5



Conclusiones

• Patología biliar intrahepática: poco frecuente, desafío clínico, manejo 
multidisciplinario.
• Colangioscopia: 

• Observación directa del árbol biliar para mejorar el diagnóstico y facilitar terapias.
• Desarrollo de nuevas tecnologías y equipamiento
• Tratamiento intraductal en casos seleccionados: eficaz y seguro.
• Menor morbimortalidad.

• Potencial cambio en algoritmos de manejo y mayor alcance del 
tratamiento endoscópico. 
• Escasos datos en literatura
• Experiencia local, centros de referencia, experiencia del equipo tratante.
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