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Echinacin steigertdie

D r. M a d a u s & C o .
D - 5 0 0 0 K o l n

Integral S.A.
5, rue Ch. Plantin
L u x e m b o u r g

korpereigene A b w e l i r

Ind ika l ionen
Echinacin hat sich, in den verschiedensten
Dafreichungslormen, zuf Steigerung der
kôrpereigenen Abwehr bei sut^akui und
chronisch verlaufenden Krankheiten mil
mangelhafler sponianer Abwehrreaklion
b e w â h n

Z u s a m m a n s e t z u n o

1 Ampuiie Echinacin zu 2 ml enlhalt 0.1 g
PreDsatt aus Hertia recens Echinaceae
pu rpu reas
100 g Echinacin Liquidum enlhallen 80,0 g
PreBsaft aus Herba recens Echinaceae
pu rpu reas
100 g Echinacin extern Liquidum enthalten
26,7 g PreBsaft aus Herba recens
Echinaceae purpureae, 9.0 g Urea pura
100 g Echinacin Salbe enthalten 16,0 g
Prelîsaft aus Herba recens Echinaceae
p u r p u r e a e

Bitte fordern Sie weitere wissenschaftliche
I n f o r m a t i o n e n a a

Echinaciri
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Large bore biliary endoprostheses adapted
from percutaneous drainage catheters

J e a n - C l a u d e K U R D Z I E L S U M M A R Y
Robert F. DONDELINGER, 49 endoprostheses which were adapted from percutaneous F12

drainage catheters have been used in the palliative treatment of
biliary obstruction in 36 of 98 patients who underwent percuta
neous biliary drainage.

The endoprostheses were placed percutaneously in a transpa-
pillary position and fixed with a thread at the puncture site.

30 days mortality following percutaneous biliary drainage was
25.9 % in these 36 patients. Mean survival rate in 27 of 36 patients
was 14.3 weeks. Complication rate was 12%. No displacement of
the endoprostheses was observed. Clogging rate was 18 % and
could be related to the intraduodenal position of the stent ? Mean
patency rate of the clogged endoprostheses was 16.2 weeks.

Main advantages of this type of endoprostheses are adaptability
of length to individual biliary configuration and absence of sponta
neous displacement.

Endoprostheses with a diameter of F16 should be more widely
used to provide a longer patency rate.

Key-words : Bile ducts, prosthesis. Bile ducts, percutaneous
drainage. Liver, biliary system, opaque catheter.

As preoperative percutaneous biliary drainage is no longer
considered unanimously as a major therapeutic adjunct prior to
curative surgery, except in selected cases (26), most of the non sur-

Cenfre HosUaiieT̂ ^̂ '̂ gical biliary drainage procedures are performed in order to place a
L-1210 Luxembourg permanent biliary endoprosthesis (28), to create an access for
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intraductal irradiation (11), to manipulate gall
stones (9), to infuse litholytic drugs (5), to diiate
benign strictures (23), and to perform antegrade
sphincteroplasty (4). Introduction of a biliary
stent has become a routine therapeutic alterna
tive to surgery in the palliation of malignant
biliary obstruction and in some, less frequently
occurring benign conditions as well.

Endoscopic cannulat ion of the bi le ducts
represents the favoured approach (7,32), car
rying a low periprocedural morbidity rate. Howe
ver the endoscopic route for placing a large bore
endoprosthesis may fail in 9 %, 25 %, and 60 %
if the obstruction is located at the pancreatic,
mid-choledochal and hi lar level respectively
(20). In these cases a combined endoscopic-
percutaneous (18) or an exclusively percuta
neous stent positioning remains mandatory,
particularly if an extensive or/and tight stenosis
is present, or/and if the biliary obstruction is
located at the level of the liver hilum, with intra
hepatic tumor growth, requiring more than one
tube to res tore cor rec t b i le flow.

Advantages of endoprostheses compared to
nasobiliary or percutaneous internal catheter
drainage include a diminished risk of biliary
infection spreading through the catheter, reduc
tion in hydroelectrolytic imbalance caused by
external fluid loss, increased comfort and psy
chological tolerance by the patient. Only those
patients with malignant disease, who are not
preterminal and who have improved clinically
and biologically after catheter drainage without
significant complications should be considered
candidates for insertion of an endoprosthesis.

Therefore a great deal of attempts are made in
order to define the optimal configuration of
biliary endoprostheses which should be easy to
handle, have a long functioning time and should
induce a minimal number of complications once
they have been abandonned in the biliary sys
tem. A large number of home made and com
mercially available devices with variable consis
tency, diameter and shape are described
through the literature without that a particular
model could lay claim to general approval (29).

We report in this study the results obtained
using an endoprostesis adapted from standard
percutaneous drainage catheters in the treat
ment of mainly malignant biliary obstruction.

Potential advantages and disadvantages of this
type of endoprosthesis are stressed.

M A T E R I A L A N D M E T H O D S

Jaundiced patients, whose clinical and biolo
gical background suggests biliary obstruction
related to malignant disease, undergo compu
ted tomography as the first diagnostic imaging
modality in our institution. If an advanced mali
gnant tumor, responsible for bile duct obstruc
tion, is evidenced and confirmed by biopsy or if
the patient is a poor candidate for surgery, pal
liative stenting of the bile ducts is considered.
The remaining group of jaundiced patients
undergo preferently ultrasonography and
endoscopic retrograde cholangiography and
pancreatography for diagnostic work-up.

The percutaneous transhepatic approach of
the obstructed biliary system was used in the
study. Percutaneous transhepatic cholangio
graphy is immediately followed by internal biliary
drainage, with a success rate of 100 % and
89 % respectively in 98 patients. Percutaneous
transhepatic cholangiography is performed with
fluoroscopic guidance only, as the intrahepatic
bile ducts are more or less distended in all
patients in this group. Percutaneous biliary drai
nage is controled with biplanar fluoroscopy, the
bile ducts of the lateral segment of the right or
left lobe are entered assuring a non angled
approach to the choledochus, which enables an
easy introduction of the biliary drainage catheter
and the endoprosthesis as well.

A standard biliary catheter F8.4 is fixed in a
transpapiilary position and remains in place for
48 hours. The catheter is then exchanged for an
identically shaped F12 catheter, left in place for
48 hours more. During this time period, the trans
hepatic tract will mature. If the clinical course of
the patient is uneventful and adequate bile drai
nage is achieved, the F12 catheter is transfor
med in a permanent endoprosthesis in a similar
way to the description given by COONS (6).
Optimal length of the endoprosthesis is determi
ned from radiographs according to the indivi
dual anatomy of bile duct, extent of obstruction
and site of the entry point to the intrahepatic bile
ducts by the catheter, in such a way that the
endoprosthesis will cover the entire intrabiliary
course of the drainage catheter. Then, the
catheter is retrieved over a stiff guide wire and
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the prosthesis is cut according to the desired
length from the distal end of the F12 catheter.
Proximal sideports are added to the endopros
thesis with a large hole punch, when necessary.
The proximal end of the endoprosthesis is atta
ched to a suture thread which will be Þxed sub-
cutaneously at the skin entry on a 1 cm rod in a
similar way as suggested by others (22) preven
ting downward migration once the endopros
thesis is in place. The prosthesis is then correctly
positioned over the stiff guide wire by pushing it
with the remaining proximal end of the F12 drai
nage catheter. The distal end of the endopros
thesis is advanced in the duodenal lumen. The

technique has been described in extenso in a
previous report (8).

36 patients have been treated : 14 males and
22 females. Age ranges from 44 to 88 years with
a mean of 66.7 years. Causes of biliary obstruc
tion are detained in Table 1.

T A B L E 1

P a n c r e a t i c c a r c i n o m a 1 4

P a n c r e a t i c m e t a s t a s i s 1

(bronchogenic carcinoma)
M e t a s t a s e s t o p o r t a h e p a t i s 9

G a s t r i c c a r c i n o m a 4
C o l o r e c t a l c a r c i n o m a 4

Bronchogenic carcinoma 1
G a l l b l a d d e r c a r c i n o m a 5

C h o l a n g i o c a r c i n o m a 3

U n d e t e r m i n a t e m a l i g n a n t 2

C h r o n i c p a n c r e a t i t i s 2

3 6

49 endoprostheses have been placed, 41 by a

right axillary approach, 8 by an anterior epigas
tric puncture. In 44 cases, a F12 endoprosthesis
was Inserted, in 2 cases a F9 and in 3 cases a F8
tube was used, in 44 cases, the lower extremity
was placed in the duodenum, three times it
remained in an intracholedochai position.

In 4 patients, presenting with an obstruction
at the liver hiium, drainage of both lobes of the
liver necessitated bilateral endoprostheses. In
one patient, the endoprosthesis draining the
right lobe had to be combined with an external
drainage of the left lobe of the liver.

In 9 patients, the endoprosthesis clogged and
had to be replaced. On one of these patients,
exchange of the tube was necessary on two
t i m e s .

R E S U L T S

Among the 36 patients, 9 were still alive, when
this study was completed : two patients with
pancreatic carcinoma with a survival period of 1
and 2 months respectively, two patients with
cholangiocarcinoma surviving since 3 weeks
and 12 months respectively, one patient with
gallbladder carcinoma sun/iving since 12
months, two patients with metastatic lymph
nodes to the porta hepatis, who survive since
one month (gastric carcinoma) and 7 months
(colon carcinoma) respectively and two patients
with chronic pancreatitis who had been drained
9 and 17 months previously. Mean survival time
of the 27 patients with malignant disease who
died was 14.3 weeks, with a period varying from
1 week to 52 weeks.

7 of 27 patients died within one month
(25.9%). Among these patients, one death
resulting from biliary peritonitis was related to
the procedure. This was- the only patient who
underwent a left external drainage. Another
patient died from upper gastrointestinal hemor
rhage, which could be a catheter related compli
cation. The 5 remaining patients died from
already advanced malignant disease.

The survival curve of the 27 patients is shown
in Table 2.

Mean survival time of 12 patients with pan
creatic cancer was 15 weeks. 4 patients with

gallbladder carcinoma had a mean survival time
of 33 weeks and 7 patients with metastases to
the liver hiium survived only 5 weeks as a mean.
1 patient with cholangiocarcinoma survived 3
weeks only. SigniÞcant complications which
were directly in connection with the percuta
neous biliary drainage occured in 5 patients

(12 %) ; upper gastrointestinal bleeding in 2, a
liver abscess due to the displaced endoprosthe
sis during manipulation in 1, a subcutaneous
abscess in one and biliary peritonitis in one

patient.

9 of 49 (18.3%) endoprostheses became
obstructed after a time interval oftwo weeks and
12 months. Mean time of patency of the endo

prostheses was 16.2 weeks.
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D I S C U S S I O N

As most of the patients who undergo palliative
percutaneous biliary drainage have a limited life

expectancy, hospital stay should be reduced
and the patients freed as early as possible from
percutaneous tubes and ßuid collecting bags.
Beside the psychological trauma related to a

percutaneous drainage catheter, some physical
complications, as high volume external bile loss,
skin infection at the puncture site, bile leakage
around the catheter, fracturing of the catheter,
rib erosion, haemobilia from arterial and portal

origin, caused by displacement of the proximal
sideports into the liver parenchyma, inadvertent
dislodgement or withdrawal of an insufÞciently
Þxed catheter and Þnally cholangitis caused by
high pressure rinsing of the tube can be largely
obviated by placing an endoprosthesis. Internal
bile drainage is the prerequisite before an endo
prosthesis can be inserted percutaneously. This
is best achieved by carrying out a two or three
step procedure over a 4 to 6 or 10 days period.
Success rate of internal biliary drainage varies
from 56 % (25) to 74 % (10) compared to 89 %
in this study. A success rate superior to 90 % is
achieved, if patients with preoperative external
drainage are excluded. Placement of an endo
prosthesis is only rarely unsuccessful, once
internal drainage is obtained. The most dramatic
complications related to percutaneous cathete
rization of the biliary system occur during the ini
tial drainage procedure. Death has been repor
ted in 1.5 % (24,25) to 5.6 % (3) of patients. Cli
nically signiÞcant complications which may
overshadow percutaneous biliary drainage are
largely detailed through the literature and occur
in 8 % (24) to 11 % (25), requiring conservative
or radiological management and on some occa
sions surgical cure. 30 days mortality rates simi
lar to that found in this study (25.9 %) have been
reported (31.5 %) (10), mainly due to advanced
malignant disease. Introduction of an endopros
thesis is thought to be a relatively harmless pro
cedure, bearing only little additional risk, once
the drainage catheter has been correctly posi
tioned in the bile ducts and left for several days,

although a 13 % complication rate similarto that
found in this study (12 %) has been described
(6). Data on complications which may ensue
from insertion of an endoprosthesis are scanty,
but they seem to be only rarely life-treatening

if introduction of the endoprosthesis is not

attempted during the initial percutaneous drai
nage procedure as previously suggested (28).
Maturation of the transhepatic tract around the

drainage catheter which will be lined out with
granulation tissue in a few days, minimizes the
risk of bleeding and infection, when the catheter
is exchanged for the endoprosthesis, and facili
tates its introduction which is almost painless for
the patient. Decompression of the biliary sys
tem, and clearing of the bile ducts from blood
clots, debris and bacteria during adequate pre
vious drainage prevent complications to occur
when the endoprosthesis is placed.

Furthermore, during the initial percutaneous
drainage period, responders can be separated
from those patients whose serum bilirubine level
does not decrease despite correct bile drainage.

Most authors have found that a large inner
diameter of the endoprosthesis, superior to F10
is essentiel to guarantee free bile ßow and a long
patency rate of the stent (3, 6, 15,16, 24, 30).
Inadequate bile drainage, stagnant bile ßow and
increased ductal pressure are followed by recur
rent episodes of cholangitis, which are observed
in almost all patients after a drainage period of
four months (12). An increase of the inner diame
ter of the drainage catheter from FIG to F12
leads to a reduction of cholangitis from 63 % to
11 % (24). There is an obvious tendancy to pre
fer large bore endoprostheses for the endosco

pic route, where damage to the liver paren
chyma is unexpected (17,18,20). Some reports
only emphasize that endoprostheses with a
smaller diameter may do as well for long time
biliary drainage (1, 13). Commercially available
endoprostheses have a deÞnite length, which
may not Þt the biliary anatomy of all patients.
Cutting the endoprosthesis from the distal end
of the drainage catheter to the desired length
allows to tailor its conÞguration to the individual
biliary anatomy. A large diameter and a sufÞcient
length of the endoprosthesis hinder dislodge
ment, as its upper extremity can be positioned
high up in the intrahepatic bile ducts and the cur
ved distal end be anchored at the genu inferius in
the duodenum. Biliary drainage catheters also
have a soft wall and a gentle curve, which
conÞrms best to the conÞguration of the bile
ducts. Impaction of the end of the endopros
thesis derived from catheters into the wall of bile
ducts is unlikely to occur.
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Transpapillary positioning of an endoprosthe
sis is controversial. The sharp and stiff distal end
of most of the short and rigid models may irritate
the duodenal mucosa of the opposite wall and
lead to haemorrhage or even perforation when
put through the papilla. A transpapillary position
is however unavoidable in bridging an occlusion
situated at the level of the lower choledochus
and the ampulla. Blockage of the pancreatic
duct by the endoprosthesis is unusual and no
clinically signiÞcant pancreatitis had occun-ed
after transpapillary stenting in this study, even if
more than one endoprosthesis were placed.
Some authors recommand however systematic

suprapapillary position of the endoprosthesis
(13). Micro-organisms are cultured from the bile
in 94 % if the drainage catheter has entered the

duodenum, compared to 61 % if its distal end
rema ins i n t he cho ledochus be low t he obs t r uc

tion (25). Most of our patients showed biological
and mild to moderate clinical signs of episodes
of cholangitis during follow-up. Reßux of duode
nal ßuid into the intrahepatic bile ducts occurs in
some patients, due to high pressure in the des

cending duodenum. This can be obviated by
advancing the distal end of the endoprosthesis
far into the horizontal duodenum, where intralu
minal pressure is lower. The main advantage of
the transpapillary position of the endoprosthesis
is to assure an endoscopic access to its distal
end, allowing correcting of position, to pull the
prosthesis out and to rinse its lumen by cathete
rization through the distal intraduodenal side
holes (27). Upward migration is also efÞciently
prevented by the angled distal conÞguration of
the endoprosthesis used in the study.

No spontaneous displacement was observed

although a dislocation rate of 4 % (2) to 40 %
(14) has been reported in the literature.

Adding ridges, hooks (17) or collapsible
mushrooms (33) and ßaring the proximal end of
the endoprosthesis (15,28) has not been proven
to eliminate the risk of displacement, but it may
render the percutaneous transhepatic place
ment of the stent uneasy and necessitates a lar

ger tear of the liver capsule for introduction.
The numerous sideports which are distribu

ted through the whole length of the wall of the
endoprosthesis should guarantee an improved
bile ßow and also allow bile to enter the lumen of

the prosthesis from intrahepatic radicles, even

if major bile ducts have collapsed around the
F12 catheter. If obstruction of the endoprosthe
sis is suspected, a percutaneous skinny needle

cholangiography can be performed by puncte-
ring the close environment around the endo
prosthes is . Cont ras t medium wi l l s t i l l ßow
through one or several non obstructed sideholes
inside the endoprosthesis and patency of the lu
men can easely be controled. The endoprosthe
sis can also be rinsed by percutaneous ßushing
with saline through the sideholes before intra
luminal incrustations lead to complete obstruc
tion . On the other hand, sideholes which are too
clustered may weaken the wall of the endopros
thesis and make its introduction through a tough
stenosis difÞcult. Intraluminal tumor growth
through the sideports has also been reported,
resulting in obstruction of the endoprosthesis.
Finally, experimental studies have shown, that
too many sideports create a turbulent bile ßow
Inside the endoprosthesis, which may impair
correct drainage (29).

Clogging of the endoprosthesis is a major
compl icat ion.

The bilirubine level will raise again after com
plete obstruction of the endoprosthesis. Cho
langitis, intrahepatic abscess, perihepatic
bi loma and external b i le Þstu lae emerging

through the percutaneous transhepatic drai
nage tract may develop. Patients with a clogged
endoprosthesis should be taken care of without
delay and correct biliary drainage should be re
established as soon as possible. Three or four
endoprostheses can be put side by side in the
main bile duct without signiÞcant problems.

As many patients die after a short time period
in spite of biliary drainage, patency rate of biliary
endoprostheses is difÞcult to be evaluated. In
this study the endoprostheses clogged in
18.3 % of the cases after a mean functioning
time of 16.2 weeks. Other reports claim a func

tioning time of about 24 weeks (30). It is unclear
whether the transpapillary position of the endo
prosthesis and potential interaction between
bile salts, the duodenal ßuid and the material the

endoprosthesis is made of, favour early clog
ging. Experimental studies show that Teßon
endoprostheses have a higher incrustation rate
compared to polyethylen and poiyurethan (19).

Obstruction is still too a frequent event. F14
and F16 prostheses should probably be used
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more systematically (27, 30, 31). Therefore, we
have developped a new biliary drainage catheter
F16, with an outer/inner diameter of 5.3/3.5 mm,
made f rom a ma te r i a l wh ich shows m in ima l t o r

que and allows no longitudinal compression of
its wall during percutaneous introduction.
(BALT-EXTRUSION, F-95160MONTMORENCY)
(Fig. 1). Biliary endoprostheses can be tailored
from the distal end of the catheter according to
the technique previously described. The F16
endoprosthesis is inserted after a catheter F12
had remained in place for two days. A F16 cathe
ter can be manipulated through a F12 tract in the
liver parenchyma without further diiatation. This
prosthesis shows supplementary holes in the

wall of its distal concavity which faces the pan
creatic duct and prevent obstruction by assu
ring adequate pancreatic drainage. The distal
end of the prosthesis is smoothly tapered; pre
venting irritation of the duodenal mucosa. Main
advantages of the endoprostheses recommen
ded in this study are the possibility to adapt their
length according to individual bile anatomy and
the absence of spontaneous displacement.
Main disadvantage is a high clogging rate, which

may be related to the transpapillary position of
the endoprostheses and could probably be
obviated by having increased the diameter of
the stent to F16.
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Persan t i n<

ai I a Pprqanftne accro”t le dŽt)il coronarien, en dilatant les petites art•res et les

S S H H i i S S S i
doni (a Persanline inhibe le caplage cellulaire ã . Porcan
De Plus, Il a ŽlŽ Ž.abli chez '"an-al que radrn,̂ ^
line slimule le dŽveloppement de la ¡ , sutjsifais ŽnergŽliques ol
nŽoformalion vasculare. Elle
iniluence favorablement le mŽtabolisme de la cellule myoca Ç
b) La Persanline exerce Žgalement un s'̂ Llpersantine utilisŽeta fonction P'aquettaire.pardesmecan r̂nes co^ ã
seule ou en association ̂  1Efminuer l'adhŽsion et l'agrŽgation
plaquettaire lorsque celle-ci est %f-7̂" ueães de diverses substances
plaquettaires et inhiber la libŽralion par les plaquettes ae
v a s o - a c l i v e s . ã r , i , n . i < i d a n s l e m Ž c a n i s m e d e
L'ellel pharmacologique le plus "'"''̂ ÎTJIde'dans l'inhibiuon des phospho-l'action anti-agrŽgante de la f"̂ ^̂ nfŽlŽ̂  de t'AMPcycl.que
diestŽrases plaquettaires. ce qui s̈  gfn,age de l'adŽnosme peut egale-
intra-plaquettaire. En outre. i 7c ̂  rnê re ou l'adŽnosme exerce non
ment jouer un r™le ‰ cet Žgard. Ç 3̂"= j̈ .fn, inhibiteur do l'agrŽgation
seulement un effet vasodilatateur. mais Žgalement mnio
p l a q u e l t a i r e . ã È , < . r p x , c i e n c e d ' i n t e r a c t i o n s d i v e r s e s
Enfrn. des Žtudes rŽcentesontmisenlumiereiexs ^^^^g^ Persantine
entre la Persanline et certains wbohtes des prostag^̂ ^̂ ^ biosynlhese de
appara”t potenlialiser les effets de la ' ¨ exercer un effet complŽ
ta prostacycline endog•ne . elle ,hromboxane plaqueltaire Par ces
m e n • a i r e e n d i m i n u a n t l a s e r a i t a m s i o r i e n t Ž e d a n s
divers effets, la balance P'oslacycime/mromboxane s ̂
le sens d'un renlorcement des gntre ces el lets pnarma-
plaquettaire et de la thrombose. Une n'a toutelois pas encore
cologiques et l'action aniithrombolique chez i ammai
ŽlŽ dŽmontrŽe expŽrimentalement.

I n d i c a t i o n s . - h m n i o u e d ' a p p o m t d e l ' a n -
- La Persanline est utilisable comme irailement c
g i n e d e p o i t r i n e . m o i i i n u r e p r Ž v e n t i o n d e s
- Chez les porteurs de proth•ses "^Ivulaires, Persantme aux
accidents Ihrombo-emboliques est assurŽe par l adjonciio
a n t i c o a g u l a n t s o r a u x . a l ' a c i d e a c Ž t y l s a l i c y l i q u e
- IlaŽtŽ dŽmontrŽque l'association de la Persa ^^^gj^g durant les
rŽduit l'incidence des obiilŽralions des cuir la Persanline d•s la pŽriode
SIX premiers mois. Il est recommandŽ d adminisl e
p r Ž - e l p e r o p Ž r a l o i r e . o e n p h Ž n q u e e t
- Certains rŽsultats rŽcents, observŽs e"̈"''"'̈ '̈ 'a f'acide acŽtylsalicylique
cŽrŽbrale, sugg•rent que l'association de P!'f̈"7"m•abil.ie vasculare apr•s
peut Žgalement contribuer au '"^m len de la pe pontages,
endartŽriectomie. angioplastie translummale oo m,se en p
particuli•rement ˆ l'aide de proth•ses arliliciel e Persantme
- Certaines observations cliniques sugg•rent ̂ "f J erses nephropathies
aux traitements conventionnels peut "7¨ 7¨ anniooathies thromboli-
(syndrome nŽphrotique. glomŽrulonephrites) et rnic o ̈  ̂ r̂ne hŽmolytique
ques (purpura thrombolique Ihrombocytopenique. y
u r Ž m i q u e ) .

E f f e t s s e c o n d a i r e s n a r t o i s o b s e r v e r d e s
- Au dŽbut du traitement et a posologie "^^Žduction de la poso-
cŽphalŽes, habituellement transitoires, qui c•dent P '̈'̈ P , ggs cepha-
logie ; celle-o peut gŽnŽralement •tre rŽtablie sans rŽapparition oes
- Oes troubles gaslro-mleslmaux (nausŽes, vomissements, douleurs gas
ques. dyspepsie, diarrhŽe) sont parfois observŽs
- Exceptionnellement, on a signalŽ des palpitations, une "'P̂ f̂f̂ '.Jyfnies
tjouflŽes de chaleur, de la congestion nasale, des verliges el des
- Une symptomalologie de type angmeux peut aPP̈'̈'"'̈  ̈7f,a7e'ui'”ciCes el
rapide ; elle est liŽe ‰ l'existence de taux plasmaliques supra-tnerai^e ,
c•de immŽdiatement ˆ l'administration i.v. d'aminophylline. Elle esi o
quasi exclusivement en cas d'utilisation ˆ des lins diagnostiques (p ex u u
la Persantme est utilisŽe pour remplacer l'Žpreuve d'ellon dans la m
Žvidence de dŽfauts do perfusion par la scmligraphie cnyocardique au i
lium). c'est-‰-dire dans des conditions exlra-thŽrapeuliques. et n a prai u
men t j ama is Ž tŽ documen tŽe en admin i s t ra t i on o ra le .

C o n t r o - I n d i c a t l o n
Il n'y a pas de contre-indication spŽcilique ‰ l'usage de la Persantme.

Interactions mŽdicamenteuses
L'cxi>Žrience clinique montre que la Persantme no potentialise pas les risques
hŽmorragiques liŽs ̂  l'utilisation des anticoagulants oraux et peut d•s lors leur
•tre associŽe sans modification de leur posologie. La Persantme et l'acide
acŽtylsalicylique exercent un eltot comptŽmentaire sur la (onction plaquettaire.

le seul dipyridamole
ˆ action prolongŽe

sans que soit modifiŽ le taux dos ellets secondaires spŽcifiques do ces deux
substances. Rapi>elons que le risque d'hŽmorragie au cours d'un traitement
avec les antivitammes K est sensiblement augmentŽ lorsque l'on y associe
l ' ac i de acŽ ty l sa l i c y l i que .

PrŽcautions particuli•res et recommandallons
- On utilisera la Persantme avec prudence chez des sujets souffrant d'hypo
t e n s i o n a r t Ž r i e l l e .

- On Žvitera d'administrer la Persantme au stade aigu de l'miarctus myocar-
dique. en cas d'instabilitŽ hŽmodynamique majeure (p. ex. collapsus. choc
c a r d i o g Ž n i q u e )
- La Persantme n'est pas destinŽe au traitement de la crise aigue d angme de
p o i t r i n e' ̂ TŽ'•i”er̂ reŝ Ždiĉ hons cô  "'P'"̈  Pe'lusmn.

; de c¨oi¨"¨¨s tamponnes (NaCl 0.9%.
glucose 5 %. sorbitol 5%).

P o s o l o g i e p a r e n l Ž r a l e . d a n s c e d o r m e r c a s .
La Persantme s administre par vo .gg.gp intraveineuse lente
on aura recours exc usiv j admises se situent entre 200 et >150
- Par voie orale, les ̈¡̈¨̈  ̈%,ence avant tes repas, en prises rŽguli•rement
mg/jour. a ̈ '̈"'"""̈L une telle dose correspond ‰ la prise de I ou 2 dragŽes
espacŽes sur la journee U"̈ j̈  g.gie .retard- ‰ 200 mg. I ou 2 (ois par jour

ixc47onnel'lemenrd•S¡doses Itteignan. 600 mgr.our peuvent •tre admmis-
l r ¨ e s ã . ã . , n a o D , a t i c a b l e . c e s l - ‰ - d i r e e s s e n t i e l l e m e n t d a n s
- Lorsque la voie orale r̂  est pas
tes indications chirurgicales, m k 2^ heures, sous forme de pertu-
on administrera en moyenne I 3U perlusion n'Žtant pas supŽrieure a
s,on intraveineuse lente, la v >¨=> pl̂ s ŽlevŽes peuvent nŽanmoins
0 2 mg/minute (soit 12 mg/neurm exemple dans les micro angiopa-
Žire administrŽes en c̈¨ ̈̈  "̈̈  , ,3 dose recommandŽe se situe dans ce cas
Ihiesthrombotiques.cnezitiia .
entre 5 et lO mg/kg

P r Ž s e n t a t i o n s ã . p e u x f o r m e s l a l o r m e i n s t a n t a n Ž e
La Persantme orale est disPon̂'̈  ̈¡ ̂ ipsajOOmg) Lalô
(dragŽes ‰ 75 mg) et la lorme retard '.9 g L addition dun acide au dipyn-
'g fjase a la lois sur 1 acidilicanon et aosorpuon soutenue sur une plus grande
dimole permet sa dissoluHon et son a dipyridamole acidiÞe, par un
frâ ion du Iractus gaslro-mlesimaL L e pH, et ‰ diffusion programmŽe.Im ̂  (”esintegralion contr™lŽe ¥̂ T̂ .̂'lpsorplicn dans les diverses parties du
nLTr̂ efdTrŽduire les ̈'"̈'̈"f7Jnfn, proximal, accŽlŽration distale) La
f̈ '7,s aastro-intestinal ¥'̂ 'Ç"'.'"gTielule contenant plusieurs centaines de
7m‘ rS- est constituŽe dune geluie ‚ ĝ ĝ̂ ĝP ,̂g,g,

. . . Ç s .

con¡damnneme" dfn.que ̈̈  25¡ orange/rouge ̂  200 mg .
. Gelules-.eiard- ;;f3oo g '̈"'̈ ''̂ '¡¡ 7¡ 1
conditionnement clinique a,ppoules de 2 ml.

1 a a dipipenqmo-pyrimido-is 4 0) pyri-
" S "

vidon, ¥ Eudrag.l S i O^yd ruOr !  ru
Dimelicon 350 !  _ nro gelul gelatin u ,.4 6.(j,piperidino-pynmido-

n-jr: .o¡fi.;Èr..;”nr:r ' ¥" !  '=! È
. Ampoule a 50 mg ^ao,ol ) 50 mg Ac

n.v. Boehringer f/'
r u e d u C o l l e g e 5 6 5 5
1150 Bruxelles - Tel.
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Fig. 1 a : Male, 79 years old. Extensive pancreatic carcinoma with biliary obstruction demonstrated on
computed tomography. Temporary external percutaneous biliary drainage (F8).
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Fig lb' Samepatient ;palliativeinternalbiliarydrainagebyinsert[onofaF16endoprosthesisadapted
from recently developped standard drainage catheters {BALT - EXTRUSION, F - 95160
MONTMORENCY).
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U R O S PA S M O N
gegen Harnwegsinfektionen

Zusammensetzung: Urospasmon : 1 Tablette enthˆit: Nitrofurantoin 50 mg, Sulfadiazin 150 mg, Phenazopyridinhydrochlorid
SOmg.Urospasmon sine:1 Kapsel enthˆit: Nitrofurantoin 50 mg, Sulfadiazin 150 ma.lndikationen;Akuteund chronische Pyelo
nephritis, Cystitis, Urethritis, Infektionen bei mechanischen oderfunktionellen HarnabßuBstorungen, zur Infektionsprophylaxe bei
diagnostischen und operativen Eingriffen in der Urologie, zurBehandlung des Harn wegsinfektsmitspastischen Beschwerden ; zur
Langzeittherapie bei chronischen Harnwegsinfektionen. Kontraindikationen: Schwere Leber- und Nierenfunktionsstbrungen,
Neuriiidsn, Polyneuritis, Nitrofurantoin- und Sulfonamidaliergie, schwere Biutbildveranderungen, Erythema exsudativum multi
fo rme {a uch in de r Anamnese} , l e t z te Wochen der Grav id i ta t , Lak ta t ion , e rs ten 3 Lebensmona te des Sˆuo l inas . Nebenwi rkunpen :
Nausea, Erbrechen, Schwindel, Kopfschmerzen, Parasthesien, Polyneuropathien, Fieber, interstitielle LungenÞbrose, Allergien,
Cholestase, Leuko-, Thrombopenie, Agranulozytose, Methamoglobinamie (selten). Da unter derTherapie mit sulfonamidhalligen
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Percutaneous biliary drainage :
compiioations

Gordon K. McLean, M.D. A variety of complications may accompany percutaneous trans
hepatic biliary drainage (1 -8). These may be divided into the acute
complications of catheterization and those associated with long-
term biliary drainage. The complications may be further divided
into those which provide no more than a minor nuisance and those

major complications which may be life-threatening.

An incorrect puncture site may result in the production of a pneu
mothorax or hemothorax, which may require drainage of the chest.
Inadvertent puncture of the extrahepatic bile ducts or of the gall
bladder itself may also result in bile leakage, risking peritonitis. If
such extrahepatic puncture does occur, the catheter should be left
in place and a second catheter introduced through the hepatic
parenchyma into the bile ducts (Fig. 1). Once adequate decom
pression is assured, the improperly positioned catheter may gene
rally be moved without risking intraperitoneal bile leakage.
Although extremely unusual, bile leakage may also occur directly
through the hepatic parenchyma after an unsuccessful attempt at
biliary decompression (Fig. 2). Accordingly, in the patient with
marked biliary obstruction, attempts at biliary decompression
must be carried through to completion once begun.

If the catheterization procedure is protracted because of techni
cal difÞculties, a considerable amount of clot may be seen in the

biliary tree by the time the drainage catheter is inserted. Contrast
material injected through the catheter will demonstrate a characte
ristic "double contrast" appearance. Although extensive clot will
prevent the free ßow of bile into the catheter for a short period of
time, bile is in itself an effective hemolytic agent and will clear the
clot spontaneously. When bloody drainage persists for more than a
few days, the catheter must be checked to be assured that no intra-

parenchymal side holes communicate with the hepatic or portal
vein branches (Fig. 3). Occasionally, rapid decompression of the
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biliary tree alters its architecture in such a way
that a side hole previously positioned within the
ductal system comes to lie within the hepatic

parenchyma. If this is the case, the catheter
should be exchanged for one with fewer proxi
mal s ide holes.

Ascites may complicate a biliary drainage

procedure considerably. In addition to making it
technically more difÞcult to perform transhepa
tic drainage, the ascitic ßuid may track along the

drainage catheter. The ascitic ßuid may leak
freely around the puncture site, collect in the
subcutaneous tissues, or even shift into the

pleural space. Fortunately, once adequate
biliary decompression has been achieved, asci
tic ßuid is often formed at a much slower rate
than previously. If this is the case, the problem of
ßuid accumulation and leakage will resolve
spontaneously.

The most signiÞcant immediate complication
of transhepatic catheterization is biliary sepsis.
Although broad spectrum antibiotic coverage is
routinely instituted before the procedure and
maintained for several days following catheteri
zation, about 8 % in our own series developed
clinical evidence of sepsis immediately, during,
or following the procedure. In those patients
who evidenced frankly purulent bile at the time
of the initial drainage, the catheterization proce
dure was modiÞed. Manipulation within the

biliary tree must be minimized to avoid inducing
massive bacteremia with subsequent septic
shock. Once the guidewire was advanced to a
point just above the obstruction, the drainage
catheter was introduced directly. No attempt
was made to negotiate the obstruction at the
time of the initial drainage. Once the infection
resolves, the obstruction can be traversed and
antegrade drainage established. In selected
cases of suppurative cholangitis, frank pyogenic
abscesses may be seen (9,10). The thin needle
cholangiogram will demonstrate multiple irregu
lar intraparenchymal cavities communicating
with the dilated ductal system (Fig. 4). Generally,
these patients are extremely debilitated, and
their prognosis is poor. Despite high dose intra

venous antibiotic therapy, percutaneous trans

hepatic decompression, and surgical drainage
of the abscesses, the mortality is high.

The majority of long-term complications
associated with transhepatic drainageare minor.

Local infection at the catheter entry site is not
uncommon but responds when treated with hot
soaks and topical antibiotic ointments. Small

granulomas which form about the catheter may
be extremely painful but are easily treated with
silver nitrate curettage. Obstruction of the tube
lumen or changes in its position may result in bile

leakage and occasionally recurrent jaundice and
fever. In any case, the problem is readily resol
ved by tube replacement.

Occasional ly, subphrenic abscesses and
suppurative cholangitis have been seen with
prolonged biliary drainage (5). Although usually
an obvious clinical diagnosis, the course may be
extremely indolent and the diagnosis made late.
In patients with progressive intrahepatic disea
se, obstruction may occur as the bile ducts
become isolated (11) (Fig. 5). Each isolated por
tion of the ductal tree may act as a closed space
infection and will require drainage. This may
become a considerable clinical problem in the

patient with advanced cholangiocarcinoma or
sclerosing cholangitis. The inexorable progres
sion of these diseases may d ictate an increasing
ly agressive approach if palliation is to be pro
longed. Clearly, in some cases puncture of every
obstructed segment is not possible, and trans
hepatic drainage will prove to be ineffective.

Although most delayed bleeding results from
catheter malpositioning, occasionally massive
bleeding from a branch of the portal vein or
hepatic artery may occur (8) (Fig. 6 a). Such blee
ding may be produced by rupture of false aneu
rysms of the hepatic artery or by frank erosion of
the connective tissue of the portal triad by tumor
or radiation. If the bleeding appears to be arte
rial, immediate hepatic arteriography is indica
ted and, if possible, selective embolization of the
bleeding branch (8,12) (Fig. 6 b).
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Fig. 1 : inadvertentpunctureofthegallbladder.Acatheter{Ñ^)is!eftinplaceuntilthebiliarysystemis
decompressed.

1 7



Fig. 2 a : Computed tomography showing massive peritoneal ßuid.


