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Conclusions 
The RYHJ is a reliable and efficient technique of biliary diversion in most cases of biliary obstruction. It has been significantly developed in the last 100 years till our current era of minimally invasive surgery. We analyze by step-by-step approach the 
RYHJ technique that we perform in our center. It is established to be a feasible approach, with short learning curve, low anastomotic stricture rates, and almost zero anastomotic leakage cases. It can be applied in a variety of diseases and conditions. 

 

 

Aim 
The aim of this technical analysis is to present technical tips and tricks ,all aspects of a feasible and reliable RYHJ technique with intra-anastomotic stenting with low leakage and stricture rates that can be successfully applied in a variety of biliary 
diseases. 

Our technique 
Herein, we describe a step-by-step analysis of our technique as we use it during the last 25 years in more than 400 patients. After careful dissection and division of the extrahepatic, hilar, or intrahepatic bile duct(s) (depends on the operation indication), 
the arterial blood supply of the proximal cutting edge is checked. Stay sutures are placed at the anterior surface and at the 2 corners (3 and 9 hours) in order to improve lumen visibility. The Roux-en-Y jejunal limb is then prepared by transecting the 
jejunum around 20–30 cm distal from the Treitz ligament. The stapler-line of the Roux-limb is reinforced with interrupted PDS 4-0 sutures and then brought in a retrocolic (anteduodenal, in the cases where the duodenum is present) fashion, right of the 
middle colic vessels, to the right upper abdomen. A small orifice (5 mm) at the antimesenteric side of the Roux-limb and 2-3 cm distal to stapled jejunal stump is created. When a pancreatoduodenectomy is performed, we prefer to leave a distance of 
8–10 cm between the pancreaticojejunostomy and the hepaticojejunostomy. The diameter of the jejunal orifice should always be much smaller than the width of the hepatic duct. The mucosa of the intestinal orifice is slightly inverted, using four PDS 5-0 
interrupted stitches in a “crosswise” fashion, in order to create a mucosa-to-mucosa anastomosis (Figure 1). The reason for this step is to ensure a well-adapted duct-to-mucosa HJ. For the construction of our single-layer, end-to-side HJ we use 4-0 to 6-0 
PDS interrupted sutures. The first two sutures are placed in the left corner of the jejunum and the bile duct. The needles are passed through the bile duct from outward to the inside and then through the jejunum from the inside outwards. The jejunal limb is 
then gently pushed down to the hepatic duct and the sutures are tied. The posterior wall of the anastomosis is completed by placing the appropriate number of sutures in the same way from the left to the right. All knots of the posterior wall remain 
outside of the anastomosis (Figure 2).Attention has to be paid not to tear the bile duct during the ligation. In selected cases, where the bile duct diameter and its wall thickness are big enough, this step can also be done in a “running” fashion. At this 
point, we prefer to place a transanastomotic (inin) stent in order to protect and improve the patency of the anastomosis in the early postoperative period.We usually use an 8-10 French Nelaton catheter or the edge of a 6 Fr. “pigtail” catheter in cases 
of small bile ducts. The stent is temporarily fixed in place using a 5-0 Vicryl suture (Figure 3). When a PTBD is placed preoperatively, the drainage is preserved and placed intraluminally as an external-internal stent. The anterior wall of the anastomosis 
is constructed in the same fashion. Suturing should start from the left to the right side, passing the needle through the jejunum outside-inwards and then through the bile duct from the inside to outward. The sutures are then tied, while the inverted mucosa 
of the jejunum should be buried intraluminally (Figure 4). A small trick to achieve that is to bring the knot of the tie on the bowel site. After the completion of the anastomosis, control for bile leaks (if present) should be performed (Figure 5). When a PTBD 
is in place, a “white-test” with propofol or lipiodol can be made in order to check the patency and the integrity of the anastomosis. The mean operative time of the technique is 74 minutes. We strongly believe that the key-points to the long-lasting results 
of this technique are the prevention of ischemia, the avoidance of bile leak, and the mucosa-to-mucosa anastomosis.  

Introduction 
Roux-en-Y hepaticojejunostomy (RYHJ) is currently considered as the definitive treatment for iatrogenic bile duct injuries [1]. It is a common operation, not only to bypass extrahepatic biliary obstructions, but also to establish biliary-enteric continuity after 
resections for benign and malignant diseases. Studies have shown good medium- and longterm outcomes following this procedure [1, 2]. Postoperative stricture formation at the anastomotic site varies throughout the literature from 4 to 38% of patients 
[3–5]. It is a matter of debate among surgeons which operative technique must be chosen in order to prevent the anastomotic failures in cases with small nondilated ducts and whether the selective use of a transanastomotic stent could be of benefit in 
order to minimize the risk of stricture formation.   
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Figure 1: Dissection and division of the extrahepatic bile duct to the level of the biliary 

confluence of the right and left hepatic ducts at the hilum. Stay sutures with atraumatic 

needle placed in the stumps of each hepatic duct.Themucosa of the jejunal limb orifice is 

slightly inverted, using four PDS 5-0 interrupted sutures. Note that the circumference of 

the duct is 2𝜋𝑟 = 21.997, so the bites have to be 2𝜋𝑟/4 = 21.997/4 = 5,4 mm. So this 

anastomosis can be done with 6 stiches (assuming you put your stiches with a step of 4 

mm). 

Figure 2: Construction of the posterior wall of the 

anastomosis. The jejunal limb is gently pushed 

down to the hepatic duct and the sutures are 

tied with the knots lying on the outside of the 

anastomosis. 

Figure 3: Fixation of the pigtail catheter to 

the jejunal stump using a 5-0 Vicryl 

suture. 

Figure 4: Anterior row of sutures placed to 

complete the approximation of the 

jejunum and bile duct. 

Figure 5: Completion of the hepaticojejunostomy 


