1130-0108/2011/103/9/494-496
REVISTA ESPANOLA DE ENFERMEDADES DIGESTIVAS
Copyright © 2011 ARAN EDICIONES, S. L.

REv Esp ENFERM DIG (Madrid)
Vol. 103, N.° 9, pp. 494-496, 2011

Letters to the Editor

Biliopleural fistula after radiofrecuency
ablation of hepatocellular carcinoma
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Dear Editor,

In recent years, percutaneous radiofrequency ablation has
emerged as an effective way to treat local primary or metastatic
liver tumors. However, it is a procedure that involves quite a lot
of complications. We report the case of a biliopleural fistula sec-
ondary to radiofrequency ablation of a hepatocellular carcinoma.

Case report

A 76 years old male patient with a history of left hepatectomy
and cholecystectomy was diagnosed, in 2001, with hepatocellular
carcinoma (HCC) stage A, seven years later. He was treated with
percutaneous radiofrequency because of a new HCC in LHD.
One month later, the computer tomography (CT) scan showed
an effective treatment of HCC and a right pleural effusion less
than one third of the hemithorax with no other findings or asso-
ciated symptoms.

Two months later, he went to the hospital with a right chest
pleuritic pain and dyspnea of one week duration. The chest radi-
ograph showed a large right pleural effusion (Fig. 1). Intrathoracic
drainage was performed, obtaining a turbid pleural fluid. In the
culture, it was isolated an Escherichia Coli that was treated
according with antibiotic sensitivity.

The biochemical study of the pleural fluid showed bilirubin
5.2 mg/dL (Bilirubin ratio pleura/serum > 1).

Suspecting a biliopleural fistula, a thoracoabdominal CT was
performed, which showed a posterior-basal hydropneumothorax
without evidence of fistula.

An endoscopic retrograde cholangiopancreatography (ERCP)
was programmed, confirming the presence of biliopleural fistula
with contrast extravasation into the pleural cavity (Fig. 2). During
this procedure was performed a sphincterotomy and placement
of a 10 x 12 mm bilioduodenal endoprotesis without incidents.

The biliopleural debit partially decreased, maintaining the
fever and persisting in the radiological controls an absence of
complete pulmonary reexpansion by pleural thickening.

It was decided then to perform a thoracoscopy, in which we
found a blocked cavity by pleural adhesions and basal residual
space with not reexpanded right lower lobe. Pleural biopsy and
cleaning wall cavity was applied, leaving Pezzer tube tunneled
into the skin. The pathological examination of the parietal pleura
disclosed an inflammatory tissue without signs of malignancy.

The patient was discharged afebrile, in good general conditions
and a minimal, posterior pleural space, maintaining low debit
pleural drainage which was successfully removed one month
later.

Discussion

The enthusiasm for the treatment of primary and metastatic
liver tumors by radiofrequency has grown in recent years, rein-
forced by its effectiveness and low morbidity. In spite of this, it
is necessary to know the possibility of complications associated
with this technology.

Complications have been reported secondary to liver radiofre-
cuency (1)ranging from bleeding (1.6%), intrahepatic abscess
(1.1%), and vascular liver or biliary damage (1.7%) to liver fail-
ure (0.8%). In less than 1% of these, there are pulmonary com-
plications such as pneumothorax, pleural effusion or hydrop-
neumothorax, and even in minor proportion, biliopleural fistula

(0.1%).
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Fig. 1. Right pleural effusion.

Fig. 2. Extravasation of contrast in ERCP.

In most cases, the biliopleural fistula was resolved with con-
servative treatment. It combines pleural drainage, antibiotic ther-
apy and sphincterotomy with biliary stenting by ERCP (2-4). This
latest technique allows us to decrease the pressure gradient in the
Oddi s sphincter, decreasing progressively the fistula output, until
its closure in a few days without surgical intervention. There are
described cases in which this treatment was associated with
somatostatin or octreotide (5).
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In some cases, it is not enough with the conservative treatment
to solve the pleuropulmonary disease, because of persistent biliary
fistula, presence of diaphragmatic lacerations, bronchial fistulas,
or need for lung decortication or pleurodesis, that are forcing to
realize a thoracoscopy or thoracotomy (2).
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