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Isolated Common Hepatic Duct Injury with Anomalous Right Hepatic Duct Anatomy

S

ubsequent operative exploration of the common
bile duct in this patient demonstrated an anomalous right posterior sectoral hepatic duct that inserted inferior to the cystic duct. Multiple laparoscopic
surgical clips occluded the common hepatic duct at the
level of the junction between the left hepatic and right
anterior sectoral ducts. During operation, choledochoscopy (Figure 3) was performed to confirm the biliary
anatomy. Operative repair involved excision of the extrahepatic bile ducts, cholangioplasty of the right posterior and common hepatic ducts, and reconstruction of
biliary continuity with a Roux-en-Y hepaticojejunostomy.
Although concurrent diagnoses (anxiety, depression, and chronic back pain) complicated the clinical picture, our patient’s chronic symptomatic biliary stricture
resulted from a bile duct injury during laparoscopic cholecystectomy more than 1 year prior. The expected rate
of bile duct injury following this procedure approximates 0.4%.1 This represents a 2- to 4-fold increased risk
over open cholecystectomy.1 Although few injuries (less
than one-third) are identified during the initial operation, most are detected within either 30 days or 1 year.2
Patients with delayed diagnoses are typically readmitted to the hospital with mild symptoms of nausea, vomiting, and low-grade abdominal pain. Injuries are most
frequently (97%) the direct result of visual perception
illusions by the surgeon.3
Thorough preoperative cholangiography that completely defines all bile duct anatomy is essential for a successful reconstruction following major bile duct injuries.4 Patients also frequently have poor quality of life until
the injury is repaired.5 Even after successful reconstruction, however, patient scores remain lower in psychological domains (but not social or physical domains) com-

pared with healthy controls. Our case displays a typically
underappreciated pattern of major bile duct injury. This
patient benefited from an anomalous right posterior sectoral hepatic duct that inserted inferior to the common
hepatic duct injury.
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Figure 3. Occlusion of the common hepatic duct (CHD) with a patent
anomalous right posterior sectoral hepatic duct (RPHD) during intraoperative
choledochoscopy.
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