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Percutaneous Transjejunal Retrograde Cholangiogram 
as Alternative Biliary Access in Patients with Previous 
Roux-en-Y Surgery
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Interventional radiologists (IR) play an important role in the 
management of biliary tract obstruction. For patients with 
previous gastric or upper abdominal surgery, the choledo-
chojejunostomy may be difficult to access with endoscopic 
retrograde cholangiopancreatography (ERCP).

A 61-year-old lady underwent Roux-en-Y for pancre-
atic lymphoma 35 years ago. The choledochojejunostomy 
remained patent until 2014 when she first experienced an 
episode of cholangitis. ►Fig. 1A shows marked intrahepatic 
ductal dilatation tapering at the anastomosis. As the anas-
tomosis was not accessible for ERCP, percutaneous tran-
shepatic cholangiography (PTC), brushings, and dilatation 
were performed. Intravenous antibiotic prophylaxis was 
used. However, this resulted in septic shock necessitating 
a 5-day admission to the intensive care unit (ICU). Brushings 
returned negative for malignancy. The stricture recurred and 
repeat PTC in January 2018 also resulted in ICU admission. 
In the 12 months prior to referral to IR, the patient had five 
further admissions for cholangitis, treated with antibiotics.

After multidisciplinary discussion, percutaneous tran-
sjejunal retrograde cholangiography (PTJRC) was planned 
as alternative access given episodes of sepsis post-PTC. The 
patient lacked central adiposity and the biliary limb was 
close to the abdominal wall (►Fig. 1B) that was favorable for 
this approach.

With the patient under light sedation and with intravenous 
1 g ceftriaxone prophylaxis, the jejunum was punctured with 
a 22G micropuncture access kit (Cook Medical, Bloomington, 
United States) using ultrasound and fluoroscopic guidance 

and 6-French sheath was inserted. A catheter (5-French 45 cm 
Bern tip, Cook Medical, Bloomington, United States) was used 
to cannulate the biliary duct in a retrograde manner and a 
retrograde cholangiogram performed, identifying high-grade 
anastomotic stenosis with intraductal calculi (►Fig. 2A). The 
anastomosis was dilated serially to 6 mm. At the conclusion, 
the sheath was removed and a 2–0 silk purse-string suture 
used to close the jejunostomy. The patient remained clini-
cally well after the procedure and was discharged the follow-
ing day.

In the 6 months after the treatment, there were no epi-
sodes of cholangitis. A repeat procedure was performed in 
a similar manner at 6 months and the anastomosis dilated 
up to 9 mm (►Fig.  2B) with balloon-assisted extraction of 
intraductal calculi. The patient has required no further inter-
vention at up to 9 months.

There is limited description of transjejunal access for bil-
iary duct intervention with much of the literature predating 
the 2000s.1 In recent literature, there have been predomi-
nantly small case series advocating alternative approaches to 
PTC in patients with appropriate jejunal anatomy.2-5 The tran-
sjejunal approach offers the ability to access the entire biliary 
tree from a single approach, and has the potential for less dis-
comfort and potential risk for hemorrhage than for transhe-
patic access. This is particularly useful if repeated access may 
be needed such as intervention on a benign stricture.

In our patient, recurrent septic shock made PTJRC a favor-
able alternative to PTC. The use of ultrasound to identify the 
jejunal loop was simple and allowed infiltration of lidocaine 
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to the peritoneum. This combined with avoiding the need 
to traverse the hepatic capsule and parenchyma allowed 
the procedure to be performed under light sedation. On the 
initial access, the loop was gas-filled and a combination of 
ultrasound and fluoroscopic guidance was used. Gastropexy 
fasteners were not required.

The authors hope to encourage the use of PTJRC when 
feasible as an alternative to PTC in patients with previous 
Roux-en-Y surgery given potential advantages with this 
approach particularly if repeated procedures may be 
required.

Note
Informed written consent was obtained from the patient 
included in this case report.
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Fig. 1  (A) Magnetic resonance cholangiopancreatography showing 
intrahepatic ductal dilatation tapering at a central stricture (arrow). 
(B) Portal venous phase computed tomography showing biliary limb 
of the Roux-en-Y close to the anterior abdominal wall (arrow) and 
intrahepatic ductal dilatation (arrowhead).

Fig. 2  (A) Retrograde cholangiogram showing anastomotic stenosis 
(arrow) and intraductal calculi (arrowhead). (B) Retrograde anas-
tomotic dilatation using 9 × 40 mm balloon (Rival 0.035, BD Bard, 
Franklin Lakes, United States).


