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INTROOUCTIO'J 

Obstruction of the common bile duct is a common 'lerious 

complication of the benign and malignant bllJary dtsease facing us m surgical 

practice. Biliary obstruct10n has its senous effects on the funct10n of the 

ll\·er. ktdney. cardtovascular system, and the immune defence mechanisms. 

and this may lead to serious complications and sometimes, death of the 

patient. 

So, the dtagnosts of common bile duct obstruction should include: 

clcmcal e\·aluation. laboratory tests. and imaging techniques. 

The modern mvestigative technique available for the diagnosis of the 

btltary tract diseases give the surgeon a clear tdea about the condttion of the 

btle ducts as well as the obstructing agent, and thus aid him in takmg the 

suttable dectsion for each case in the proper time. 

This work aimed at evaluating the recent investlgatJve techmque as 

., PII as the recent trends in treatmg the condit10n safely. 
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Anatomy of the bile ducts 



Embryology of the biliary apparatus 

The duct system is derived embryologically from the 

hepatic diverticulum (Figure 1) which buds off from the junction of 

the fore and midgut at about the eighteenth day of embryonic life 

(7th somatic stage). At about one month this pouch forms two 

branches: 

1) A cranial branch which develops into the epithelium of the bile 

duct and the various hepatic ducts whose blind-ending cellular mass 

becomes hepatocytes. 

2) A caudal branch which becomes the cystic duct and gall bladder. 

At one stage, the epithelium of the duct system proliferates to 

such an extent that the lumen becomes completely occluded, and is 

only late restored by canalization and break down of some of this 

epithelium. It should be noted that the original gut epithelium of 

the hepatic diverticulum gives rise only to the hepatocytes and 

ductal epithelium; the connective and other tissues of the liver 

and bi 1 iary apparatus are of mesodermal not epithelial origin 

(McMinn, 1 9 81 ) . 

Anatomy of the normal extrahepatic apparatus: 

The extrahepatic apparatus (figure 2) is formed of: 

1) The common hepatic duct; formed by junction of the right and 

left hepatic ducts which leave the liver at the portahepatis. 

1 
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2) The gall bladder; which serves as a reservoir for bile. 

3) The cystic duct. or the duct of the gall bladder. 

4) The common bile duct; formed by junction of the common hepatic 

and cystic ducts (Warwick and Williams,1973). 

1)Hepatic ducts: 

The segmental anatomy of the liver is illustrated in the 

figure 3a and b (MacLeod,1986). 

The right and left hepatic ducts are confluence of the bile 

canaliculi and ductules within the liver. They unite about 1-2 em 

below the portahepatis to form the common hepatic duct. The common 

hepatic duct, with a length of 2-4 em and an internal diameter of 

about 8 mm, lies in the right free margin of the lesser omentum 

towards the right and in front of portal vein with the hepatic 

artery proper on its left side. The right branch of the hepatic 

artery usually passes behind the common hepatic duct (Warwick and 

w i 1 1 i ams , 1 9 7 3 ) . 

2) The gall bladder 

The gall bladder is a slate-blue pyriform sac, partly 

contained in a fossa on the inferior surface of the right lobe of 

the liver, extending from near the right extremity of the portah­

epatis, to the inferior border of the liver. Its upper surface is 

attached to the liver by connective tissue, while its under surface 

and sides are covered with peritoneum continued from the surface of 

the liver. Occasionally, it is completely invested with peritoneum 
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and may be connected with the liver by a short mesentery through 

which the right hepatic artery may pass and may be prone to injury 

during cholecystectomy. The gall bladder is from 7 to 10 em long, 

3cm broad in its widest part and from 30 to 50 ml in capacity. It is 

divided into fundus, body and neck (Warwick and Williams,l973). 

The fundus is directed downward, forward, and to the right. It 

projects beyond the inferior surface of the 1 iver and comes in 

relation with the posterior surface of the anterior abdominal wall 

below the ninth costal cartilaQe, behind the point where the 

lateral edge of the right rectus abdominis crosses the costal 

margin. The fundus posteriorly is in relation with the transverse 

colon, near its commencement, and is completely covered with 

peritoneum. These relations of the fundus are however, considerably 

altered when the gall bladder descends lower in the abdomen, as it 

frequently does, particularly in slender females. 

The body of the gall bladder is directed upwards, backwards 

and to the left. Near the right end of the portahepatis it is 

continuous with the neck. The upper surface of the body is in 

relation to the liver, while the lower surface is related to the 

right part of the transverse colon and further back with the 

duodenum. 

The neck is attached to the liver by areolar tissue in which 

the cystic artery is embedded. 

Calot's triangle: It is formed by the cystic duct and gall 

bladder below, the right lobe of the liver above. and the common 

hepatic duct medially. Over the years, the triangle, described 
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