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AnAToMy oF CoMMon bIlE DUCT AnD sUrGICAl TrEATMEnT oF MECHAnICAl 
jAUnDICE – ClInICAl rETrosPECTIvE PErsonAl TrIAl (Abstract): The most impor-
tant issue a surgeon is faced with is to establish whether the patient displays a “medical” or a 
“surgical” jaundice, the latter being caused by an obstruction, which must be removed through a 
surgical procedure. Material and method: This is a retrospective trial which includes 34 patients 
admitted to hospital with a mechanical jaundice diagnosis, who had been operated on in the sur-
gery Ward of the Military Emergency Clinical Hospital «Dr.Iacob Czihac» in Iaşi (Romania) dur-
ing last five years. The mechanical jaundice causes had mainly to deal with a malignant tumoral 
pathology as follows: 23 were caused by pancreatic head neoplasms, 3 were common bile duct 
Klatskin tumors, 3 were post-surgery mechanical jaundice cases, 2 pseudo-tumoral pancreatitises 
and 3 cases of common bile duct post-cholecystectomy reformed lithiases. In each group of cases 
a different surgical technique was applied, which the author analyzed in greater detail in the paper. 
Discusions: based on the frequency of cases (an average of 1 case to each 1.5 months), the etiol-
ogy was mainly represented by malignant tumors, but also by common bile duct lithiases. The 
medical treatment geared up to prepare the surgical intervention. The surgical treatment adjusted 
to each individual case. The outcomes had to deal with the severity of the lesion, patient’s age, 
general condition, how early or late the surgical intervention occurred and the nature of the lesion. 
Conclusions: one of the most important measures taken in these cases was to adopt a customized 
surgical strategy and technique in each individual case, based on its etiology and the level of 
mechanical obstruction. Key-words: MECHAnICAl jAUnDICE, bIlE-DIGEsTIvE DErIvA-
TIon, DUoDEnUM PAnCrEATIC HEAD rEsECTIon 

INTrODuCTION
Mechanical jaundice is a term referred to 

the excess of bile pigments in serum and in the 
tissues and it is clinically observed when the 
level of serum bilirubin is at least 2-3 mg/dl.

For the surgeon the most important issue is 
if the jaundice is “medical” or “surgical”, with 
the latter being determined by an obstruction 
which requires elimination through a surgical 
procedure. The diagnosis of jaundice is relative 
easy to object as the specific color of the skin 
is visible which happens when the concentra-
tion of serum bilirubin is greater than 2-3 mg/
dl. The real important problem is dealing with 

the medical causes of jaundice. The differential 
diagnosis begins with the clinical exam, when 
from the patient’s history, we can deduce the 
succession in which the symptoms occurred, 
characteristic for mechanical jaundice: pain, 
fever, jaundice (Charcot’s triad), while during 
the local examination it can be revealed the 
Courvoisier-Terrier sign (palpation of the di-
lated gallbladder).

Another important thing for the surgeon is 
the differentiation between lithiasic jaundice 
and tumoral jaundice. Apart from the patient’s 
history and the clinical exam, an important role 
also has the paraclinical investigations that can 
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Fig. 1. Tumor of the head of the pancreas at the 
CT exam with contrast substance (Military 

Hospital Iasi)

Fig. 2. Tactical cholecistectomy Fig. 3. longitudinal choledocotomy

determine the nature of the obstacle (echogra-
phy, CT with a contrast substance, ErCP).

MATerIALS AND MeThODS

We did a retrospective clinical trial that con-
tains 34 cases admitted into the hospital with 
the diagnosis of mechanical jaundice and were 
operated in in the surgery Ward of the Military 
Emergency Clinical Hospital “Dr.Iacob Czi-
hac” in Iaşi (Romania) during last ten years.

The objective and purpose of this study were 
to evaluate the issues that arise during diagno-
sis, the evaluation of the surgical treatment, 
along with the studying of possible improve-
ment of the therapeutical outcomes, the possi-
bility of a laparoscopic intervention, the effi-
ciency of antibiotherapy, as well as the analysis 
of the postsurgery complications and the fatal-
ity of these cases.

The majority of the cases were represented 
by a malignant pathology, with 23 cases of 
pancreatic head neoplasm.

The diagnosis was relatively easy established, 
based on the clinical symptoms and confirmed 
presurgery through the CT exam. 

The surgical procedure applied to these pa-
tients was through a bilio-digestive hepato-je-
junal anastomosis in 21 cases and a choledoco-
duodenum anastomosis for the other cases.

In 2 cases it was possible to make a Whipple 
cephalic duodenopancreatectomy, the tumor be-
ing mobile in the posterior plane.

We preferred to apply a drain at the pancre-
atic blunt remnant in the intestinal anse, after 
which at a distance of 14-15 cm we made a 
hepato-jejunal termino-lateral anastomosis, while 
the gastroenteroanastomosis was performed at 
approximately 40 cm. In the images from Fig. 8 
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Fig. 4. The preparation of the jejunal anse in Ω and the effectuation 
of the hepatico-jejunal anastomosis

Fig. 5. The finished anastomosis Fig. 6. braun Anastomosis

it can be observed how the jejuna anse is at-
tached after the 3 anastomoses have been done 
in a Child type montage.

The biopsies confirmed the diagnosis of ad-
enocarcinoma of the head of the pancreas.

other types of surgical interventions were 
tumoral digging with the help of a tube in a 

case, a double deviation, bilio-digestive and 
choledoco-duodenum with a gastroenteroanas-
tomosis in another case and two exploratory 
laparotomies.

About the two cases with stenosis of the 
biliar ducts occurred after cholecistectomy, we 
have also performed a deviation bilio-digestive on 

Fig. 7. The Whipple surgery scheme
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Fig. 8. The final aspect of the anastomosis with the jejunal anse

Fig. 9. Pancreas adenocarcinoma (personal case)

Fig. 10. The principal biliar duct dilated and the effectuation of the bilio-digestive 
anastomosis in “Ω”. The finished bilio-digestive anastomosis
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TAblE 1
Postsurgery complications

Postoperatory complications Percentage
1. Pancreatic fistula 1,36%
2. biliary fistula 2,04%
3. renal complications 4,76%
4. Cardiovascular complications 5,44%
5. Postoperative peritonitis 0,68%
6. Postoperative dinamic ileus 2,04%
7. residual abscesses 0,69%
8. Postoperatory evisceration 1,36%
9. Wound sepsis 16,36%

an anse in “Ω”, the place of the stenosis being 
2 cm below the confluation of the bile ducts.

The postsurgery complications were numer-
ous.

We didn’t perform immediate secondary in-
terventions for these complications.

DISCuSSIONS
We can say that the surgery mortality is 

fairly high in this type of interventions, as the 
statistics show a 20% mortality rate (1,2).

The radical surgeries can be performed only 
if we have intraoperatory criteria for rezection 
(especially the mobility of the tumor compared 
to the posterior vascular side and the absence 
of metastases locally and generally (3,4).

The risk for developing fistulas is also high 
compared to other surgical interventions (5,6).

The age above 70 years does not represent 
a contraindication or a aggravating factor for 
this surgery, however it has to be considered a 

suplimentary risk factor, added to the general 
risk factors (7,8).

CONCLuSIONS 
Medical treatment, the restoration of the 

hydro-electrolytic equilibrium and antibiother-
apy preceded the intervention in order to prepare 
the patient for the operation. The bilio-digestive 
deviation was the main surgical intervention 
performed. The radical operations were repre-
sented by the cephalic duodenopancreatectomy 
(type Whipple). other interventions, with a 
palliative purpose, were transtumoral forage 
with lost tube, gastroenteral anastomosis. The 
laparoscopic intervention had the advantage of 
a correct and complete diagnosis. The results 
depended on the patient’s age, the general state 
of the patient, the delay in diagnosis and the 
type of lesion. The prognosis was favourable in 
the benign affections and ill in the malignant 
ones. 
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