
  BILIARY TRACT SURGERY 689  

  Professional Med J Dec 2007; 14(4): 689-696. 1  

REVIEW PROF-1193

BILIARY TRACT SURGERY;
SURGICAL COMPLICATIONS

DR. UMAR ALI 
Department of Surgery, 

First  Hospital, School of Medicine, 
Xi'an Jiaotong University, 
Xi'an 710061, P. R. China

DR. PAN CHENG'EN MA QINGYONG, 
Department of Surgery, 

First  Hospital, School of Medicine, 
Xi'an Jiaotong University, 
Xi'an 710061, P. R. China

DR. M. YUSUF SHAH
Professor of Surgery, 

Punjab Medical College, 
Faisalabad, Pakistan

Dr. Yu Lian
Department of Surgery, 

First  Hospital, School of Medicine, 
Xi'an Jiaotong University, 
Xi'an 710061, P. R. China

SUMMARY... Surgical complication after biliary tract injury are serious complications of Hepatobiliary surgery. The
incidence of iatrogenic bile duct injuries has increased significantly since the number of cholecystectomy operations
have increased, laparoscopic cholecystectomy became the "gold standard", mini-cholecystectomy established for the
treatment of cholelithiasis. Intraoperative hemorrhage can be life-threatening or may lead the death. The common uses
of laparoscopic cholecystectomy and mini-cholecystectomy have made the young surgeons less familiar with open
cholecystectomy procedure and the approaches to manage the biliary tract injuries. Uncommonly the patient had to
undergo hepatic transplantation secondary to biliary tract surgery with several vessel injuries or biliary cirrhosis.
Postoperative bile leakage can be managed by effective drainage as soon as possible. These complications uncommon
with the expert surgeons, but common with comparatively inexperienced surgeons. There is no substitute of experience
and caution in biliary surgery for optimization technique.
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INTRODUCTION
The introduction of B mode ultrasonography clinical
diagnostic practice has made easy method of diagnosis
for cholelithiasis for appropriate and immediate treatment
and its clinical manifestations are significantly advanced
as compared to 20 years ago. The number of emergency
patients with biliary tract disorders such as acute

cholecystitis (especially suppurative gangrenous
cholecystitis, complicated with perforation and gastro-
cholecystic or cholecysto-intestinal fistula). Acute
obstructive suppurative cholangitis has significantly
decreased with the introduction of B mode
ultrasonography. However, the incidence of surgical
complications such as Iatrogenic Bile Duct Injuries (IBDI)
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has increased with the gradually increased number of
cholecystectomy operat ions;  Laparoscopic
Cholecystectomy (LC) as the “gold standard” procedure
and, Mini-cholecystectomy (MC) as the time saving
treatment of cholelithiasis. Following surgery
complications are common after all kinds of biliary;

1. IATROGENIC BILE DUCT INJURIES (IBDI)
1.1 The incidence rate and risk factors of IBDI
It is quite difficult to obtain the exact incidence rate of
IBDI, because bile duct injuries can be caused by the
surgeons’ negligence and were sometimes deliberately
evaded in the hospital record and they referred those
injuries as anatomical abnormalities or agenesis of gall
bladder . The data of 56,591 patients were collected who1

underwent the procedure of LC in 184 hospitals in Italy
during the period from January, 1998 to December, 2000
among them 235 cases were found with bile duct injuries
with an overall incidence of 0.42% . L. Krähenbühl2

collected 12 111 cases of LC from 84 hospitals in
Switzerland during the period from 1995 to 1997. The
incidence rate of bile duct injuries (BDI) was 0.3%, in
which symptomatic cholecystolithiasis comprised of
0.1%, acute cholecystitis comprised of 0.36% and acute
chronic cholecystitis with gallbladder atrophy comprised
up to 3% . Huai reported 1120 cases which under went [3]

the procedure of MC and the incidence rate of BDI was
0.27% . 4

Before LC became common treatment of gall bladder
diseases, the number of open cholecystectomy (OC)
cases in the US exceeded 700 000 per year and among
them 0.2% comprised of BDI . Compared to the5,6

conventional open cholecystectomy, the incidence of BDI
is at least twofold higher after LC and MC. Many injuries
are due, rather, to the surgeon's failure to respect basic
technical rules, long established for open
cholecystectomy and which should not be modified for
the laparoscopic technique. The increase in frequency of
IBDI can not be attributed simply to the inexperience of
the surgeons or the learning curve as was initially
suggested. In the presence of acute or chronic
inflammation or other factors for technical difficulty
(obesity, cirrhosis, previous surgery, anatomic variations,
intraoperative bleeding), the surgeons must not hesitate

to consider conversion to an open surgical approach. In
such complicated cases, even the open approach is not
a guarantee against biliary injury. It must always be
remembered that there is no substitute optimization
technique for experience and caution in biliary surgery .7,8

Usually during the procedure of cholecystectomy much
emphasis is given to complete exposure of the operating
area; the exposure of the peritoneal attachments in
Calot’s triangle, anatomical variations in Calot’s triangle
should clearly be visible, the cystic duct should not be
separated and legated until the junction of the common
hepatic and cystic ducts is positively identified, and there
is no confluence of any other abnormal ducts into the
cystic duct. Sometimes the anatomical structure of the
Calot’s triangle is not very clear because of the
congestion, edema and fragility of the tissues around the
cystic duct in acute suppurative or gangrenous
cholecystitis, fibrous tissue scars are often formed in
Calot’s triangle in atrophic cholecystitis. In such cases
there is less possibility for correct identification of Calot’s
triangle. Maybe the more secure method is the
retrograde cholecystectomy and to split the gallbladder,
evacuate its contents, clear the free wall of the
gallbladder out of the liver. The remnant mucosa of the
gallbladder is then coagulated with diathermy. The cystic
duct orifice is sutured with absorbable suture. It is better
for use of a drain. It is more difficult to perform this
procedure by LC or MC.

1.2. Main factors affecting the long-term effect of
bile duct reconstruction

1.2.1 Complexity and severity of BDI
The bile duct reconstruction would become more difficult
even it can lead to the restenosis in BDI along with main
blood vessel injuries, Bismuth type injury (ceiling of the
biliary confluence is destroyed; bile ducts are separated)
and Bismuth type  (type or +injury of isolated right duct)
injury  as well as without an early appropriate9

management of bile duct injuries. 

A 64-year old female underwent LC for symptomatic
chronic cholecystolithiasis and converted to OC because
of the bile duct injury (Bismuth type injury). Two drainage
tubes were inserted into the right and left hepatic ducts
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and another was under the liver. During the operation
atrophy of right hepatic lobe was observed and
suppurative bile was found inside the hepatic duct. Three
months postoperatively, cholangiography from tubes of
the left and right intrahepatic bile ducts shows Bismuth
type injury. After the fourth segment of liver resected
partly, Roux-en-Y procedure was performed in which the
anastomosis of jejunum with the common debouch
formed by the right and left hepatic ducts was made.
Stent tubes were passed through the hepatic ducts and
then placed into the intestine. Three months after Roux-
en-Y hepaticojejunostomy, cholangiography from tubes
of the left and right transhepatic bile ducts shows potency
of hepaticojejunostomy, but the right hepatic duct was not
clear (Figure 1). The draining ducts were pulled out nine
months postoperatively. The stents had been removed
for 34 months and she complains nothing. Her
aminotransferase, alkaline phosphatase and bilirubin are
all in normal range. The patient was advised to use
traditional Chinese medicine for bile catharsis at least
three years.

1.2.2. The Early Management and its Methods after
Bile Ducts Injuries

In general, IBDI was commonly caused by surgeon’s
negligence, insufficient surgical experience or the
preference of LC or MC by experienced doctors who
insist on cholecystectomy in very difficult conditions. In
case of IBDI it is necessary to perform the operation
under the supervision of experienced surgeon who is
specialized in the repair of bile duct injuries or transfer
the drained injured patient to centers interested in
hepatobilliary surgery .  L. Stewart pointed out the10,11,12

fact that attempts at repair by the primary surgeon were
more likely to fail than initial repair at a tertiary referral
center  (83% versus 6%) .  Roux-en Y1 4

hepaticojejunostomy was successful more often than
end-to-end repairs for ductal  trans- sections (63%
versus 0%).Silk suture must be avoided when the bile
duct is sutured especially when the bile duct is
reconstructed because silk suture cause inflammation
and can even become the cause for stone formation .15,16

A 22 – year– old patient woman presented with a history
of chronic symptoms of abdominal pain. LC was

performed and bile duct injury was discovered by the
operator. The primary surgeon immediately converted LC
to OC and carried out end-to-end repair, and then placed
a T- tube without any side hole into the CBD. Its up arm
was put into the right hepatic duct and another short tube
into the left hepatic duct (no record found) . Two wide13

tubes were placed in subhepatic space for drainage.
There is almost no bile drainage from the T- tube but
about 500 ml of bile was drained per day from the tubes
in subhepatic space. After 21 days postoperatively
cholangiography was made through the T- tube and
showed most of the contrast medium passing into the
duodenum or draining out from as well as around the
drainage tubes (figure 2). Five months later because of
acute cholangitis a Roux-en-Y limb of jejunum was
performed under magnification and with absorbable
sutures of Vicryl . The debouchment of 3 mm and 2 mm18

in diameter separately of the left and right hepatic tube
was found (Figure 3). Bile leakage in the scar tissue
beneath the debouchment was discovered, but the
transected aberrant right sector hepatic duct could not be
found even under loop. Since then the bile fistula lasted
for six months. Two years later because of paroxysmal
cholangitis CT scan was performed and revealed the
right anterior lobe of the liver developed adipose
degeneration and atrophy (Figure 4). Magnetic
resonance cholangiopancreatography MRCP shows a
foreign body in the left hepatic duct (Figure 5). She had
to undergo third operation in which the left hepatic duct
was exposed and the short tube slipped back to the left
hepatic duct was removed (Figure 5). 

2. Hemorrhages and Blood Vessel Injury
2.1 Intraoperative hemorrhage during

cholecystectomy  
Intraoperative hemorrhage during cholecystectomy
ranges from persistent annoying ooze from the
gallbladder fossa to life hreatening loses from injuries to
vessels of the porta hepatis. Inappropriate manipulations
can postoperatively results in hemobilia and hematoma
in the liver. Abnormal portal vein usually has two
branches which lie in front of the bile duct. This
abnormality can some times be injured secundum regular
procedure and cause hemorrhage. Fortunately it rarely
happens. In patients with the cirrhotic liver and portal



  BILIARY TRACT SURGERY 692  

  Professional Med J Dec 2007; 14(4): 689-696. 4  

hypertension along with coagulopathy, cholecystectomy
can result in life-threatening hemorrhage, not just from
direct injury to the collaterals but also from the venous
drainage to the gallbladder. Since a lot of veins are
directly through the gallbladder bed into the liver, the
action of clamping, separation and dragging can result in
the phleborrhexis and lead to severe hemorrhage. It is
better for most patients to be managed by partial
cholecystectomy. 

The free extrahepatic wall of the gallbladder is excised,
the aperture of the cystic duct is sutured with absorbable
suture, and the residual mucosa of the gallbladder left on
the liver is destroyed with a high electrocautery. A drain
is left in the subhepatic space. For severe cirrhotic
patients we prefer Calculus removed and
cholecystostomy to cholecystectomy. Blood oozing from
the gallbladder fossa can be stopped by suturing the
injured vessels with Prolene or with haemostatic gauze
if necessary.  It is necessary to supplement thrombocyte,
prothrombin complex or   factor etc according to the
nature of the disorder of blood clotting until an underlying
coagulopathy has been corrected .19

The haemostasis by suturing can be effective when the
hepatic vein or the right branch of portal vein got injured
which can be caused by cholecyst stripping or dragging.
There is a severe and rapid loss of blood that can be
cause by the injury of cystic artery, the right branch of
portal vein, or the right hepatic artery , the Pringle20

maneuver (compression of the portal triad structures with
fingers or a noncrushing vascular clamp for hepatic inflow
control) should be used. It is need for blood suction from
operating area, clearing accumulated blood up with the
warm saline soon and then the bleeding vessels are
sutured with Prolene. The injury to the right hepatic artery
occurred usually with class III and IV injuries and it was
associated with a higher incidence of postoperative
abscess, bleeding, hemobilia, and hepatic ischemia .19,20

The Pringle maneuver can absolutely not performed in
MC through a <5cm incision to avoid the right hepatic
artery injury. Blind electrocautery clamping, ligation,
suturing and clipping along with the inappropriate control
of hepatic inflow will possibly lead to more severe injuries
or complications. 

A 58 year old female patient was diagnosed as
gallbladder stones and recommended for MC at a
hospital. Severe bleeding occurred intraoperatively. No
one knows what happened and how the bleeding was
controlled. 84 days postoperatively, she underwent the
second operation of splenectomy and devascularization
at the hospital because of ascites and splenomegaly.
Two months after the second operation, she had to
transfer to another hospital with the diagnosis of end-
stage liver disease (jaundice, intractable and massive
ascites, difficult to rectify hypoproteinemia). CT scanning
of the abdomen shows hepatatrophia and massive
hydroperitoneum (Figure 6). Selective celiac angiogram
shows that the left hepatic artery is visible but the right
hepatic artery is interrupted (Figure 7). The portal vein
was absent (Figure 8). The patient had to undergo
hepatic transplantation whereas the histologic findings
show the diffuse necrotic foci, fatty degeneration and
portal vein thrombosis without liver cirrhosis .21

2.2. Hemobilia postoperatively
Hemobilia is the late complication of the laparoscopic
cholecystectomy. Hepatic and cystic artery injuries may
occur with or without in association of bile duct injury.
Bleeding from arterial injury can be observed during
operation or postoperatively in late period . The22,23

possible reason for the postoperative hemobilia on the
biliary tract is the primary diseases tumor, infection of
biliary tract or inappropriate placement of T- tube. A 56-
year old woman had undergone cholecystectomy and
exploration of the common bile duct (CBD) as well as the
placement of T-tube one month ago. She was again
admitted to our hospital because of hemobilia.
Cholangiography through T-tube shows that the up arm
of the T-tube crossed the right hepatic duct to hepatic
parenchyma (Figure 9). Angiography shows that a
pseudoaneurysm of the right hepatic artery was formed
(Figure 10). T-tube was removed and right hepatic artery
embolization was done.

Biography: Umar Ali, Male, Born in 1973, MD, Major
in Hepatobiliary Surgery.
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A 60-year old man underwent cholecystectomy with the
exploration of CBD 70 days ago. The patient was
admitted to our hospital because of the repeated
appearance of sanguinous bile drainage through the T-
tube. Cholangiography by the T-tube reveals unclear
intrahepatic duct (Figure 11). CT scan suggests large
hematoma in the right hepatic lobe (Figure 12).
Angiography shows right hepatic arterial bleeding (Figure
13). During second operation it was noticed that there
were many 7  silk clots in hilar parenchyma of the liver.#

The haematoma should probably be correlated with the
initial operation. A case report and the literature review
imply that liver transplantation is a treatment modality for
the specific group of patients with last stage of liver
disease lead by bile duct injury .24

3. Biliary Fistulas

It has been reported that radiograph reveals the
fluidifying subhepatic space about 25% patients with OL.
Radionuclide scan shows around 30% to 45% of the
accumulation that contains bile. Major bile leakage is
represented profuse bile drained from the drainage space
or overflowed from the incision. Localized or diffused bile
peritonitis may occur because of accumulation of bile in
the abdominal cavity and then form the bile fistula,
bilomas and ascites . Subdiaphragmatic and subhepatic30

abscess appears because of the subsequent infection.
An unexpected bile fistula after cholecystectomy always
signifies impairment of the main bile duct (CBD, common
hepatic duct or aberrant right hepatic duct). The
incidence of bile fistula in OC and LC are 0.21% and
0.5% respectively . The bile fistula happened after the25

process of removal of T-tube is mostly caused by
residual stone in CBD and next the obstruction of the
distal end of the CBD (inflammation, stenosis or tumor).
Some bile fistulas formed in such situation as senility,
physical weakness and malnutrition as the sinus tract
around T-tube was not formed. In these cases,
cholangiography through T-tube is necessary before the
removal of T-tube. Attempt to explore the CBD with the
metal probe through the distal end of CBD especially
when the distal end is narrow or incarcerated with stone,
may possibly lead to a false passage and finally result in
fistula formation of the Bilio-duodenum, even pancreas.

Bile leaks into retroperitoneal clearance can cause
abscess. Bile fistula formed after cholangiojejunostomy
is mostly caused by technical error such as suture loose,
tissue dissevering by too tight lines and irregular
sutures . Fistula of the anastomotic stoma may cause27,28

by local factors like abscess formation, ischemia,
necrosis of the bile duct or bowel wall .26,27

Bile accumulation in the abdominal cavity will not form if
the drainage is sufficient and the bile will completely drain
out through the drainage tube. Bile peritonitis caused by
bile leaks needs urgent surgery with the complete lavage
of abdominal cavity. If the procedure is delayed more
than 72 hours, the fistula could not be repaired because
of the inflammation, edema and fragility of the tissue. The
bile accumulation can result in inflammation or infection
that may cause the bile duct stricture if the treatment is
not appropriate or in time.

The debate on the issue whether the drainage tube
should be placed or not after cholecystectomy. An
adapted drainage should be placed into the subhepatic
space in following condition: visible oozing; tiny bile
leakages; severe infection, gallbladder gangrene, Partial
cholecystectomy; the condition of the patient so critical
that prolonged and hazardous dissection is neither
possible nor advisable.

REFERENCES
1. Etala E. Surgery of the Biliary Tract, Atlas of

gastrointestinal surgery [B]. Baltimore: Williams & Wilkins,

Vol-1, 1997: 222-290. 

2. Nuzzo G, Giuliante F, Giovannini I, Ardito F, D'Acapito F,

Vellone M, Murazio M, Capelli G. Bile duct injury during

laparoscopic cholecystectomy: results of an Italian

national survey on 56 591 cholecystectomies [J]. Arch

Sur, 2005 Oct; 140(10):986-992. 

3. Kr enb l L, Sclabas G, Wente MN. Incidence, risk

factors, and prevention of biliary tract injuries during

laparoscopic cholecystectomy in Switzerla J . World J

Surg, 2001, 25(10): 1325-1330.

4. Huai SP. Small incision cholecystectomy in 1120

patients [J]. Journal of Zheng jiang medical college, 2001,

11(3): 331-332.

5. Thomson BN, Parks RW, Madhavan KK, Wigmore SJ,



  BILIARY TRACT SURGERY 695  

  Professional Med J Dec 2007; 14(4): 689-696. 7  

Garden OJ. Early specialist repair of biliary

injury [J]. Br J Surg, 2006, 93(2):216-20. 

6. Roslyn JJ, Binns GS, Hughes FX, et al. Open

cholecystectomy.A contemporary analysis of 42474

patients [J]. Ann Surg, 1993, 218(2):129-137.

7. Nuzzo G, Giuliante F, Persiani R. The risk of biliary

ductal injury during laparoscopic cholecystectomy J

. J Chir, 2004, 141(6): 343-353.

8. Schmidt SC, Langrehr JM, Hintze RE, Neuhaus P. Long

term results and risk factors influencing outcome of

major bile duct injuries following cholecystectomy [J].

Br J Surg. 2005, 92(1):76-82.[ PMID: 15521078]

9. Bismuth H, Majno PE. Biliary strictures: classification

based on the principles of surgical treatment [J]. World

J .Surg, 2001, 25(10):1241-1244.

10. Walsh RM, Vogt DP, Ponsky JL, Brown N, Mascha E,

Henderson JM. Management of failed biliary repair for

major bile duct in juries after laparoscopic

cholecystectomy [J]. J Am Coll Surg, 2004, 199(2):192-

197.

11. Misra S, Melton GB, Geschwind JF, Venbrux AC,

Cameron JL, Lillemoe KD. Percutaneous management

of the duct strictures and injuries associated with

laparoscopic cholecystectomy: a decade of

experience [J]. J Am Coll Surg, 2004, 198(2):218-226. 

12. Sicklick JK, Camp MS, Lillemoe KD, Melton GB, Yeo CJ,

Campbell KA, Talamini MA, Pitt HA, Coleman J, Sauter

PA, Cameron JL. Surgical management of bile duct

i n j u r i e s  s u s t a i n e d  d u r i n g  l a p a r o s c o p i c

cholecystectomy: perioperative results in 200 patients

[J]. Ann Surg, 2005, 241(5):786-792.

13. Angel Mercado M, Chan C, Orozco H, Barajas Olivas A,

Villalta JM, Dominguez I, Erana J, Poucel F. Bile duct

injuries related to misplacement of "T tubes"[J]. Ann

Hepatol, 2006,5(1):44-8.

14. Stewart L, Way LW. Bile duct injuries during

laparoscopic cholecystectomy [J]. Arch   Surg, 1995,

130(10): 1123-1129.

15. Yang WL, Zhang DW, Zhang XC. Clinical analysis of

patients with iatrogenic bile duct injury [M].

Hepatobiliary Pancreat Dis Int, 2006, 5(2):283-285. 

16. Mercado MA, Chan C, Orozco H, Villalta JM, Barajas-

Olivas A, Erana J, Dominguez I. Long-term evaluation of

biliary reconstruction after partial resection of

segments IV and V in iatrogenic injuries [J]. J

Gastrointest Surg, 2006, 10(1):77-82. 

17. Lien HH, Huang CS, Shi MY, Chen DF, Wang NY,Tai FC

. Management of bile leakage after laparoscopic

cholecystectomy based on etiological classification

[J]. Surg Today, 2004, 34:326-330.

18. Stewart L, Robinson TN, Lee CM, Liu K, Whang K, Way

LW. Right hepatic artery injury associated with

laparoscopic bile duct injury: incidence, mechanism,

and consequences [J]. J Gastrointest Surg, 2004,

8(5):523-530.

19. Schmidt SC, Langrehr JM, Hintze RE, Neuhaus P.

Management and outcome of patients with combined

bile duct and hepatic arterial injuries after

laparoscopic cholecystectomy [M]. Surgery, 2004,

135(6):613-618. 

20. Iannelli A, Karimdjee BS, Fabiani P, Benizri EI, Converset

S, Medjoubi SA, Bornet P, Gugenheim J. Hemobilia due

to pseudoaneurysm of the right hepatic artery

following laparoscopic cholecystectom y [J].

Gastroenterol Clin Biol, 2003, 27(3 Pt 1):341-343.

21. Loinaz C, Gonz ez EM, Jim ez C, Garc  I, G ez R, Gonz

ez-Pinto I, Colina F, Gimeno A: Long-term biliary

complications after liver surgery leading to liver

transplantation [J]. Word J Surg, 2001, 25:1260-1263.

22. Ahrendt SA, Pitt Ha. Surgical therapy of iatrogenic

lesions of biliary tract [J]. World J Surg, 2001,

25(10)):1360-1365.

23. Yelle JD, Fairfull-Smith R, Rasuli P,  Lorimer JW.

Hemobilia complicating elective laparoscopic

cholecystectomy: a case report [J]. Can J Surg, 1996,

39(3):240-242.

24. Wherry DC, Marohn MR, Malanosky MP. An external

audit of laparoscopic cholecystectomy in the steady

state performed in medical treatment facilities of the

Department of Defense [J]. Ann Surg, 1996, 224(2):145-

154.

25. Oncel D, Ozden I, Bilge O, Tekant Y, Acarli K, Alper A,

Emre A, Ariogul O. Bile Duct Injury during

Ch olecystec to m y R eq u ir in g  D e layed  L iver

Transplantation: A Case Report and Literature Review

[J]. Tohoku J Exp Med, 2006, 209(4):355-359. 

26. Munene G, Graham JA, Holt RW, Johnson LB, Marshall



  BILIARY TRACT SURGERY 696  

  Professional Med J Dec 2007; 14(4): 689-696. 8  

HP Jr. Biliary-colonic fistula: a case report

and literature review [J]. Am Surg, 2006,

72(4): 347-350.

27. Wang WK, Yeh CN, Jan YY. Successful laparoscopic

management for cholecystoenteric fistula [J]. World J

Gastroenterol, 2006, 12(5):772-775.

28. Agarwal N, Sharma BC, Garg S, Kumar R, Sarin SK.

Endoscopic management of postoperative bile leaks

[M]. Hepatobiliary Pancreat Dis Int, 2006, 5(2):273-277.

29. Martin RF, Rossi RL. Bile duct injuries [J]. Surg Clin

North Am, 1994, 74(4):781-803.

30. Boerma D, Rauws EAJ, Keulemans YCA, Bergman

JJGHM, Obertop H, Huibregtse K, Gouma DJ: Impaired

quality of life 5 years after bile duct injury during

laparoscopic cholecystectomy: A prospective analysis

[J]. Ann Surg, 2001, 234:750-757.

31. Azagra JS, De Simone P, Goergen M. Is there a place for

laparoscopy in management of post cholecystectomy

biliary injuries [J]? World J Surg, 2001, 25(10): 1331-

1334.

32. Mahatharadol V. Bile duct injuries during laparoscopic

cholecystectomy: An audit of 1522 cases [M].

Hepatogastroenterology, 2004, 51:12-4.

I WISH YOU ALL 
THE JOY 

THAT YOU CAN WISH
Shakespeare
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