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intrahepatic duct and hepatogastrostomy was per‑
formed with a cystotome 6 Fr. (FIGURE 1B and 1C). 
The cystotome was removed and an 8 ‑cm partially 
covered, self ‑expanding metal stent was inserted, 
anastomosing the lumen of the stomach and left 
intrahepatic bile duct (FIGURE 1D and 1E). The proce‑
dure allowed us to achieve a very good drainage of 
the bile and contrast to the lumen of the stomach.

As a  result of endoscopic treatment with 
the use of a novel technique of hepatogastros‑
tomy combined with chemotherapy, the patient 
survived for 22 months. During this time, he was 
readmitted to the hospital twice with abdominal 
pain, successfully managed with simple analge‑
sia. The hepatogastrostomy stent remained pat‑
ent, and repeated laboratory tests did not show 
any significant abnormalities.

ERCP remains the treatment of choice for ob‑
structive jaundice due to pancreatic and biliary 
malignancy. However, even if performed by ex‑
perienced clinicians, the procedure is unsuccess‑
ful in 3% to 12% of cases.1,2 Traditionally, such cas‑
es were managed with percutaneous biliary drain‑
age or surgery. The adverse event profile of these 
procedures is significantly high; moreover, these 
methods are associated with a considerable risk 
of complications.3 EUS ‑guided biliary drainage 
(EUS ‑BD) is a less invasive and more physiologi‑
cal technique that prevents the stress of external 
drain. The hospital stay for patients treated with 
EUS ‑BD is significantly shorter compared with 
that in patients undergoing percutaneous biliary 
drainage.4 In many cases, it allows a continuation 

A 75 ‑year ‑old male patient with no chronic dis‑
eases and with a history of upper abdominal pain, 
jaundice, and significant weight loss was admitted 
to the hospital. Blood tests revealed elevated lev‑
els of bilirubin (228 μmol/l [reference range, 4–22 
μmol/l]), CA 19–9 (140.9 U/l [<34 U/l]), aspartate 
transaminase (284 U/l [15–46 U/l]), and alanine 
transaminase (366 U/l [11–66 U/l]). Cholesta‑
sis was also documented (γ ‑glutamyltransferase, 
791 U/l [12–58 U/l]; alanine phosphatase, 314 U/l 
[28–126 U/l]). Transabdominal ultrasound and 
computed tomography showed a pathological 
mass within segment 7 of the liver, a significant 
intrahepatic biliary dilation, as well as thicken‑
ing and stricture within the right main and com‑
mon hepatic ducts. A histopathological exam‑
ination of the liver specimen obtained during 
an ultrasound ‑guided biopsy confirmed the di‑
agnosis of cholangiocarcinoma.  

The case was discussed by a multidisciplinary 
team, and the mass was considered nonresectable. 
Endoscopic retrograde cholangiopancreatography 
(ERCP) was unsuccessful despite 2 attempts. As we 
had no access to interventional radiology, we de‑
cided to perform an endoscopic ultrasound (EUS)‑
guided biliary drainage as an alternative method. 
A dilated left ‑sided intrahepatic bile duct was punc‑
tured through the stomach wall with a 19 ‑gauge 
needle, and cholangiography was performed. It 
revealed a critical stricture under the liver hilum, 
with the narrowing of the common bile and he‑
patic ducts (FIGURE 1A). As the next step of the ERCP 
procedure, a wire was inserted to the dilated left 
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of chemotherapy and improves the quality of life. 
The technical success rate for EUS ‑BD reaches 
94.71% in expert endoscopy centers, with a signif‑
icant procedure ‑related complication rate of about 
23%.5 The most common adverse events associat‑
ed with EUS ‑BD are bleeding, bile leakage, pneu‑
moperitoneum, and stent migration.5 The pro‑
cedure requires advanced endoscopic skills with 
a steep learning curve and should be performed 
only at high ‑volume expert centers.
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FIGURE 1 Endoscopic ultrasound (EUS)‑guided 
hepatogastrostomy; A – puncture of the left ‑sided 
intrahepatic bile duct under EUS control (arrow); 
B – cholangiogram, hepatogastrostomy is created,  
a visible cystotome (arrow); C – a cystotome on 
endoscopic ultrasound (arrow); D – an inserted metal 
stent; the uncovered part in the left intrahepatic bile duct 
and the covered part between the liver and stomach 
(arrows); E – an inserted metal stent; the proximal 
covered part in the stomach lumen
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