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Introduction

Benign bile duct strictures represent one of the most difficult
challenges that a biliary surgeon may face. If they are unrecognized or are
managed improperly, life threatening complications such as biliary

cirrhosis, portal hypertension and cholangitis may develop (Lillemoe et al.,

2000).

Benign bile duct strictures include congenital conditions e.g. biliary
atresia, inflammatory conditions such as chronic pancreatitis, biliary
calculi, biliary tract infection and primary sclerosing cholangitis.
However the vast majority of benign biliary strictures complicate surgery

on the gall bladder or the biliary tree such as cholecystectomy (Stewart,
2003).

Patients with bile duct strictures most commonly present with
episodes of cholangitis, less commonly, they may present with jaundice

without evidence of infection (Melton et al, 2002).

Absence or intermittence of jaundice may occur in partial bile duct
obstructions, sectoral duct injury or in the presence of an external or

internal biliary fistula (Mathews and Blumgart, 2001).

The serum bilirubin in cases with complete bile duct obstruction is

usually over 15 mg/dl. Serum alkaline phosphatase is also increased.



Fever and leukocytosis are not common since the bile is sterile in most

cases (Chamberlain and Blumgan, 2000).

Ultrasound or computerized tomography scans usually detect
dilated intrahepatic bile ducts. Transhepatic cholangiography or
endoscopic retrograde cholangiopancreatography clearly detect the lesion
and both are indicated in most cases. Transhepatic cholangiography is of
greater value since it better demonstrates the ductal anatomy on the

hepatic side of the lesion (ahrendt and Pitt, 2001).

Management of benign bile duct strictures depends on the time of
presentation and the patient's general condition which must be corrected
before any intervention and then the choice between non surgical
(percutaneous and endoscopic techniques) or surgical management

(hepatobiliary anastomosis) could be done (Phatak and Kochman, 2004).

Treatment depends on the location and the cause of the stricture.
Surgery with Roux en Y choledochojejunostomy or hepaticojejunostomy
is the standard of care with good or excellent results in 80% to 90% of

patients (Melton et al, 2002).

Hepaticojejunostomy, as a well accepted surgical option for benign
biliary strictures, is performed to establish bilioenteric continuity.
Laparoscopic hepaticojejunostomy is feasible, safe, and effective for a

selected group of patients with biliary outflow obstruction but requires



advanced laparoscopic skills and should be performed only in centers

well versed in advanced laparoscopic surgery (Yeo et al, 2002).

Endoscopic dilatation with stents has been proposed as an
alternative to hepaticojejunostomy for management of postoperative

biliary stricture (Chassen and Hagenmuller, 2001).



Aim of the work

The aim of this study is to discuss causes, the different methods to

diagnose and how to treat benign biliary strictures and how to prevent it.
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Introduction

Benign bile duct strictures represent one of the most
difficult challenges that a biliary surgeon may face. If they are
unrecognized or are managed improperly, life threatening
complications such as biliary cirrhosis, portal hypertension and
cholangitis may develop (Lillemoe et al., 2000).

Benign bile duct strictures include congenital conditions
e.g. biliary atresia, inflammatory conditions such as chronic
pancreatitis, biliary calculi, biliary tract infection and primary
sclerosing cholangitis. However the vast majority of benign
biliary strictures complicate surgery on the gall bladder or the
biliary tree such as cholecystectomy (Stewart, 2003).

Patients with bile duct strictures most commonly present
with episodes of cholangitis, less commonly, they may present
with jaundice without evidence of infection (Melton et al,
2002).

Absence or intermittence of jaundice may occur in partial
bile duct obstructions, sectoral duct injury or in the presence of
an external or internal biliary fistula (Mathews and Blumgart,
2001).
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The serum bilirubin in cases with complete bile duct
obstruction is wusually over 15 mg/dl. Serum alkaline
phosphatase is also increased. Fever and leukocytosis are not
common since the bile is sterile in most cases (Chamberlain
and Blumgart, 2000).

Ultrasound or computerized tomography scans usually
detect dilated intrahepatic bile ducts. Transhepatic
cholangiography or endoscopic retrograde
cholangiopancreatography clearly detect the lesion and both are
indicated in most cases. Transhepatic cholangiography is of
greater value since it better demonstrates the ductal anatomy on
the hepatic side of the lesion (Ahrendt and Pitt, 2001).

Management of benign bile duct strictures depends on
the time of presentation and the patient's general condition
which must be corrected before any intervention and then the
choice between non surgical (percutaneous and endoscopic
techniques) or  surgical ~management  (hepatobiliary
anastomosis) could be done (Phatak and Kochman, 2004).

Treatment depends on the location and the cause of the
stricture. Surgery with Roux en Y choledochojejunostomy or
hepaticojejunostomy is the standard of care with good or
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excellent results in 80% to 90% of patients (Melton et al,
2002).

Hepaticojejunostomy, as a well accepted surgical option
for benign biliary strictures, is performed to establish
bilioenteric continuity. Laparoscopic hepaticojejunostomy is
feasible, safe, and effective for a selected group of patients with
biliary outflow obstruction but requires advanced laparoscopic
skills and should be performed only in centers well versed in
advanced laparoscopic surgery (Yeo et al, 2002).

Endoscopic dilatation with stents has been proposed as
an alternative to hepaticojejunostomy for management of
postoperative biliary stricture (Chassen and Hagenmuller,
2001).



