Preoperative Biliary Drainage in Resectable Pancreatic Cancer
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Pancreatoduodenectomy (PD) offers the only option for cure in resectable, non-
metastatic pancreatic and periampullary cancer [1]. However, PD is technically
challenging and fraught with a significant risk of morbidity and even mortality [2].
Obstructive jaundice is one of the most common symptoms of pancreatic and
periampullary cancer [3]. Hyperbilirubinaemia has been recognised as contributory to
post operative morbidity in pancreatobiliary surgery [4-6]. Based on this, preoperative
biliary drainage was recommended prior to surgery in patients with malignant

obstructive jaundice.

Numerous studies [7-11], including a randomised controlled trial [12] have addressed
the issue of pre-PD biliary drainage and its effects on intraoperative and
postoperative outcomes. However, subsequent reports on the outcomes of PD
following preoperative biliary drainage have been conflicting [5, 8-11, 13]. Some
studies reporting increased intraoperative blood loss [7], while others reported
increased wound infections [9] and even increased mortality [10] in patients who
underwent preoperative biliary drainage. In contrast, while some studies noted no
adverse effect of preoperative biliary drainage on perioperative outcomes [8, 11], one
study actually noted a statistically significant increase in re-operation rates for post-

operative complications in non-stented patients reoperation rates [7].

The consistent finding amongst all the studies has been the presence of positive bile
cultures in patients undergoing pre-PD biliary drainage. This is not unexpected
considering that the relief of biliary obstruction is performed endoscopically with the

consequent introduction of duodenal bacteria into the biliary tree.



A recent meta-analysis [14] examining the impact of preoperative biliary drainage on
the outcomes of PD, found that although the rate of wound infections were higher in
patients who had undergone preoperative biliary drainage, there was no convincing

evidence to indicate that biliary drainage prevented or promoted post operative

complications or mortality following PD.

The only Randomised Controlled Trial [12] published after the above meta-analysis
addressed the issue of routine pre-PD drainage versus direct surgery. This trial failed
to demonstrate any difference in outcomes (morbidity and mortality) following surgery
between the two groups. 5 patients in the surgery-only group did undergo pre-PD
biliary drainage and 6 randomised to drainage and surgery did not undergo drainage.
The major criticism of this study has been the ‘routine’ preoperative drainage arm.
While the incidence of serious complications was reported to be higher in the pre-PD
drainage group, these complications included complications related to the ERCP.

It is well appreciated, as noted above, that biliary drainage increases the risk of
biliary bile cultures [15] and this could possibly influence the incidence of post-
operative infectious complications [16]. As a result, selective use of biliary drainage is

widely practiced [7, 10].

In terms of choice of stent, plastic stents are the preferred stents when preoperative
biliary drainage is performed as a temporising measure to surgery in patients with
malignant obstructive jaundice. Recent studies have indicated no additional morbidity
when comparing plastic versus self-expandable metal biliary stents (SEMS) [17, 18].
The advantages of SEMS include reduced need for repeat endoscopic retrograde
cholangio-pancreatography and stent change and hence a reduction in overall costs,

as well [19].

In the absence of high levels of evidence to suggest the benefit or lack of it, current
recommendations would advise that pre-PD biliary drainage should be performed
selectively for patients presenting acutely with cholangitis, obstructive jaundice with
secondary renal impairment, or in whom delays in the performance of the PD due to
co-morbidities or referral to specialist centres for surgery are anticipated. In these
patients, the PD should be performed within 4-6 weeks of stenting under the cover of
perioperative antibiotics. If extended delays (>6 weeks) are anticipated between the

stenting and PD, short length SEMS should be considered.
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