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Postoperative Bile Duct Stricture

Young Joon Ahn, MD.,, Sun-Whe Kim, MD, Yoo-Seok
Yoon, MD, Jin-Young Jang, MD. and Yong-Hyun Park,
MD.

Purpose: Postoperative hiliary stricture is rare, but can result
in a dreadful condition unless it is properly treated. This
study was undertaken to assess the clinical features of a
postoperative biliary stricture and to evaluate the outcome
of reconstructive methods according to the stricture locations
and types.

Methods: Fom 1984 to 2001, 28 cases (M=16, F=12) of
postoperative biliary stricture, which resulted from surgical
ifury and had subsequent reconstructive procedures per-
formed in department of surgery of Seoul Netional University
Hospital, during the period of 1984 to 2001, were retrospec-
tively reviewed. Clinical features such as the symptom, type
of surgery causing the stricture, laboratory finding, diagnostic
modality, interval between the operation and synmptorms and
the type of stricture were reviewed and clinical outconmes of
the reconstructive procedures were also analyzed. The mean
follon~up period was 459 nonths 2 157).

Results: The nost comnon synptons of stricture was
jaundice. 57.1% of patients showed synptoms within post-
operative 6 months and 64.3% showed symptoms within 1
year. A cholecystectomy was nmost connon surgical pro-
cedure that caused a postoperative biliary stricture. Bismuth
type | was most common type of stricture (52.2%). Bilioen
teric anastomosis (Roux-en Y hepaticg g unostormy) shonved
most excellent resuit among the many reconstructive
methods. One case of an interventional balloon dilatation has
maintained a good condition for 3 years after the procedure.
The postoperative conplications comprises hile leakage, a
subphrenic abscess, an incisional hernia, am intrahepatic
duct stone, recurrent pyogenic cholangitis. There were 2
cases of postoperative nortality.
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Conclusion: Roux-en Y hepaticgg unostorry is considered to
the procedure of choice for a postoperative biliary stricture.
An interventional balloon dilatation is expected to show good
resuit with more cases and adequate indications. (J Korean
Surg Soc 2003;64:63-71)
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Table 1. Previous operative procedures O Bismuth (Teble 2)
71) Bismuth 1 : 10
Name of the procedure Pimary Secondary Totd Roux-en Y 7,
Simple cholecystectomy L
Open 5 5 1
Laparoscopic 3 3 1 - Roux-en 'Y -
excelent 4 , good 2 , far 1
CBD explorétion fair
With T-tube choledochotomy 4 2 6
With T-tube+ sphincterotomy 1 1 2
Biliary-enteric anastomosis
Cholecysd g unostomy 1 1
Hepaticg g unostomy 1 2 3
Choledochg § unostomy 1 1
Portg § unostomy 1 1
: : T ()
Bile duct end-to-end anastomoss 1 1 Foley catheter 3
H, B, S7 segmentectomy 1 1
Transduodend sphincterotomy 1 1
DPRHP 1 1
Intraop. tube stenting 1 1 .
2 Roux-en Y
& 9 28 - excellent

*DPRHP = Duodend preserving resection of the head of the
pancress. T
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Table 2. Treatment and outcome of dricture classified by bismuth classficaions

Cutcome
Class Location (n) Treatment
Excellent Good Far
A\\/ﬂ/ Distd CBD (10) Chqledod1q'q'unostomy @) 4 2 1
o Sphincterotomy (1)
>2ch /- Balloon dilatation (1) 1
I Observation ()*
Mid CBD (2) Hepaticg g unostomy 2
L
V CHD () Hepaticg § uncstomy (5)* 3 1
2T Choledochotomy (1)
11
.
*\3’\“/ CHD (1) Hepati o § unostomy 1
111
W, Both IHD(2) Hepaticg g unostomy 1
AN Right lobectomy -+
I\Y% Hepaticg § unostomy 1
Aberant RHD (1) Hepaticg § eunostomy
RHD+Distd CBD (1) Hepaticg g eunostomy 1
*Follow-up loss.
T
3 120 3b.2
L) Bismuth 2 6
Roux-en Y 5,
T 1 . - Roux-en Y -
excelent 3 , good 1 1 . 27 1
T
2) Bismuth 4
LT
T
23 T
() . 26 120
3b.7
c) Bisnuth 3
1 2

’ . 3
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Table 3. Treatments and outcome of reconstruction of previous bilicenteric anastomosis ste dricture
Cutcome
Sricture ste (n) Treatment
Excellent Good Fair Poor
Hepaticg g unostomy  (3) Intraop. dilatation+ T-tube 1
Intraop. tube genting 1
Revison-+T-tube 1
Choledochg gunostomy (1) Revidon of anastomosis 1

Cholecystg g unostomy (1) Intraoperative dilatation 1
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Table 4. Postoperative complications

Complication Number
Ealy Bile leskage 3
Subphrenic abscess 2
Incisond hernia 1
Wound infection 3
Late Esophageal variced bleeding 1
Intréhepatic duct dricture 1
Recurrent pyogenic cholangitis 2
Death 2
(high-irjury)
(low-injury)
(CBD explorétion) 2
80%
1,000 12
(common channel)
12)
(neuroma)
()
T
T
Lillence (1)
1 10%, 6 70%, 1
80%
1

64.3%
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continuous
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tion - -
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Sockum
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23 1 2 (52.2%
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27 Roux-

2
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