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ABSTRACT

BACKGROUND

Jaundice refers to yellowish discolouration of skin, sclera and mucous membranes due to increased concentration of bilirubin in
body fluids. The pathological mechanism of jaundice can be classified into haemolytic, hepatocellular and obstructive. Jaundice that
can be corrected with surgery is known as obstructive jaundice.

Aims

To study the cases of obstructive jaundice and evaluation of clinical features, diagnosis and management.

To study incidence in relation to age and sex of patients.

To study various causes, pathological diagnosis in obstructive jaundice cases.

To study the clinical presentation in various surgical jaundice patients.

To study the treatment in various surgical jaundice patients.

MATERIALS AND METHODS

A prospective study was conducted at Government General Hospital, Kakinada. The study period was from August 2010 - August
2013. The study sample constituted 30 patients. Inclusion criteria - All patients admitted and diagnosed to have obstructive pattern
of jaundice.

RESULTS
Most common cause of surgical jaundice is CBD calculi. Most common presentation is jaundice followed by loss of weight and loss of
appetite. In benign causes, most common presentation is pain abdomen followed by jaundice.

CONCLUSION

In benign cases, the common symptom is pain abdomen and next is jaundice. In malignant cases, most common symptom is jaundice
and next is loss of weight and appetite. There was significant high value of total bilirubin, direct bilirubin, alkaline phosphatase in
malignant condition. Decreased value of albumin and altered coagulation profile seen in malignancy. ERCP is comparatively as good
modality of treatment as open exploration of CBD in management of CBD calculi. In malignancy, early detection, staging, selection of
patients are important to get benefit from curative resection; whereas in those not suitable for curative resection, good improvement
in quality of life has been shown by palliative procedures.
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BACKGROUND

Jaundice refers to yellowish discoloration of skin, sclera and
mucous membranes due to increased concentration of
bilirubin in body fluids. The pathological mechanism of
jaundice can be classified into haemolytic, hepatocellular and
obstructive. Though surgical jaundice can be distinguished
from medical jaundice by thorough history, examination and
simple investigations they provide little or even misleading
information about the site of obstruction and its cause. Recent
advances in imaging techniques and innovative techniques for
access of biliary tract helps a lot in diagnosis. Cholestasis was
coined by Berg and has replaced the older term obstructive
jaundice.
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It occurs when there is an obstruction to the passage of
conjugated bilirubin from liver cells to intestine.! Cholestasis
may be due to intrahepatic disease, which is rarely amenable
to surgical treatment or due to extrahepatic disease which is
amenable to surgical management. The later one is called
surgical jaundice and is the main concern in the study. To
diagnose the point of obstruction and management of cause of
jaundice is indeed a challenging task for surgeon,? hence a
detailed study on aetiology, site of obstruction and
management is done. Precise diagnosis and early management
of obstructive jaundice is needed as obstruction if unrelieved
can cause secondary biliary cirrhosis.3

Present Study

A prospective study was taken up in the period of August 2010
to August 2013 and a study population of 30 patients were
included in the study. The protocol was approved by the local
ethics committee and written informed consent was obtained
from each patient.

RESULTS
e Atotal of 30 cases of obstructive jaundice were studied.
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Peak age group was 31-70 years with Male:Female =
46.7:53.3% with slight female preponderance.

AGE No. of Patients Percentage
<30 4 13.33%
31-40 7 23.33%
41-50 7 23.33%
51-60 7 23.33%
61-70 5 16.64%

It is caused by both benign and malignant conditions.*
The benign cases reported in this study were 19 of which
14 cases were due to choledocholithiasis, 3 cases were due
to benign strictures, 2 cases were choledochal cysts. The
malignant cases identified were 11 in which 6 cases were
carcinoma head of pancreas, 3 were cholangiocarcinoma
and remaining 2 were due to periampullary carcinoma.
Most common cause is choledocholithiasis.

Malignant
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Causes of surgical jaundice
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Cholelithiasis Benign choledochal carcinoma Cholangio Periampullary
strictures cyst Head of carcinoma Carcinoma
pancreas

Most common presentations are jaundice and pain. In
benign cases, common symptom is pain (89.4) and next is
jaundice (84.2). In malignant surgical jaundice, the most
common symptom is jaundice (90.9) and next is loss of
appetite and weight (81.4).
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e Raised bilirubin, alkaline phosphatase and decreased
albumin were more pronounced in malignancy.

e USG is the cheapest and noninvasive procedure in
diagnosis of obstructive jaundice and more effective in
diagnosing distended CBD, dilated IHBRD and distended
gall bladder.

e Recently, increasing reliance on ERCP and MRCP to image
biliary tree has helped to diagnose the pathology earlier
and hence early intervention can be initiated.

e For CBD calculi most of them underwent open CBD
exploration with cholecystectomy and others underwent
ERCP sphincterotomy with stone extraction. When both
were compared the success rate and morbidity showed no
difference.

e For malignant causes, curative procedures (Whipple) and
palliative drainage procedures (cholecystojejunostomy)
were done.

e Two patients expired on 4th and 7t postoperative day
respectively due to peritubal leakage and cholangitis and
one patient expired due to advanced metastatic disease
after 2 months during 6 months of followup.

DISCUSSION
Obstructive jaundice patients admitted in GGH - 30.

Age Incidence

The peakincidence was between 31-70 yrs. Out of the 30 cases
studied, 21 were from this age (70%). The mean age was 47
yrs. The age of benign disease cases was 22-65 yrs. and age of
malignant cases was 38-66 yrs.

Sex Incidence
Affected male patients were 14 out of 30 (46.7%) and females
were 16 (53.3%) with slight female predominance.

In the 30 cases of study, 19 cases were due to benign
causes of which most common was choledocholithiasis in 14
cases (46.67), remaining cases were benign stricture in 3
(10%) and choledochal cyst in 2 (6.67%). Benign causes are
more common as in study done by Bekele et al.5
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Study Pellagrene et al JA Pain et al Parks RW Present study
(1982) (1987) (1997)
No. of cases 178 30 121 30
Ca HOP 36(20.02%) 13(43.3%) 42(34.7%) 6(20%)
Periampullary - - 2(1.7%) 2(6.67%)

Cholangiocarcinoma 29(16.3%) 1(3.3%) 12(9.9%) 3(10%)
Choledocholithiasis 46(25.8%) 14(46.7%) 25(20.7%) 14(46.7%)

Benign stricture 49(27.5%) - 5(4%) 3(10%)

The malignant causes were in 11 (36.6%) cases. Carcinoma
head of pancreas 6 (20%), cholangiocarcinoma in 3 (10%)
cases and periampullary in 2 (6.67%) cases, contrary to the
study done by Sharm and Ahuj in which carcinoma gall bladder
was the common cause of malignant obstructive jaundice.6
Carcinoma head of pancreas was the most common malignant
cause of obstructive jaundice whereas choledocholithiasis was
the most common benign cause, and is comparable with other
studies?89.

Jaundice was present in 26 patients (86.67%) and in
malignancy it was 90.9%.

Pain abdomen was present in 23 (76.66%). In benign
cases, it was 89.4% and in malignant it was 54.54%, mostly
pain was felt in Rt. hypochondrium and epigastrium.

High coloured urine was present in 17 patients (56.66%).
In benign conditions, it was 52.63% and in malignant
conditions it was 63.63%.

Itching was present in 14 cases (46.66%). In benign
conditions, it was 36.84% and in malignant conditions it was
63.63%.

Clay coloured stool was present in 14 patients (46.66%).
In benign 36.48% and in malignant 63.63%.

Loss of weight and loss of appetite was present in 15 cases
(50%), in benign 31.57% and in malignant 81.81%.

In benign conditions, the most common symptom is pain
abdomen (89.4%) and next is jaundice (84.2%). In malignant
cases most common symptom is jaundice (90.91%) and next
is loss of weight and loss of appetite (81.81%).

Study Jaundice Pain abdomen | Loss of weight Mass abdomen Pruritis
Warren et al (1983) 75.90 82.80 90 16.70 41.30
Brook et al (1981) 77% 51% 55% 18% -
Van Wagensveld BA et al 90% 60% 82% - -
Present study 86.67% 76.66% 50% 13.33% 46.66%

In the present study, total bilirubin in benign cases varied
from 1.2-18.4 mg/dL with mean value of 6.12 and in malignant
cases 1.4 mg/dL to 17.8 mg/dL with mean value 10.31.

Out of the 11 cases of malignancy, ALP varied from 84 IU
to 912 IU with mean value of 306.18 and in 19 benign cases the
mean value is 270.57.

Prothrombin time had a mean value of 14.2 sec in benign
and 15.5 sec in malignant cases.

Benign (n=19 Malignant (n=11 Total (n=30
Parameter mgean(iSD ) I%deanigD ) meaEntSD )
Hb% (g/dL) 10.7+£1.242 8.56+1.42 10.2+1.57
Total bilirubin (mg/dL) 6.12+4.67 10.2+1.57 7.66%5.33
Direct bilirubin (mg/dL) 3.52+3.14 7.01+4.04 4.8+3.834
AST(SGOT) (IU/dL) 83.57+47.94 115.09+55.49 95.133+52.22
ALT(SGPT) (IU/dL) 81.52+46.1 143.18+122.8 104.13+86.23
ALP (IU/dL) 270.57+216.7 306.18+243.1 283.63+223.2
Prothrombin time (sec) 14.2+2.02 15.5+1.86 14.7+2.033
Albumin (g) 3.33+0.53 2.67+0.42 3.09+0.58

There were significant high values of total bilirubin, direct
bilirubin and alkaline phosphatase in malignant conditions
and decreased values of albumin and alteration in coagulation
profile was also found in malignant conditions.

USG was used as a standard imaging technique for
evaluation of causes of jaundice in this is study with accuracy
regarding site of obstruction nearly in 28 (93%).
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Preoperative biliary drainage was considered as jaundice
increases the perioperative complications. So to decrease the
complications of surgery in jaundiced patients, preoperative
biliary drainage was considered before curative resection.10
Though early studies showed decreased morbidity,!! the more
recent studies have shown deleterious effects of preoperative
biliary drainage such as increased infectious complications
and operative mortality.12
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Operative Procedures

No. of
Procedure %
Cases
Chol tect CBD explorati d
olecys e? c?my, .exp oration an 10 33.33
T’tube drainage
ERCP sphi i
CPsp 1ncterotomy., stone extraction, 4 33.33
stent drainage
Whipple procedure 4 13.33
Hepaticojejunostomy (Roux-en-Y ) 6.67
procedure)
Choledochojejunostomy and 1 3.33
Jejunojejunostomy '
Cholecystojejunostomy,
Jejunojejunostomy + 5 16.67
Gastrojejunostomy
ERCP sphincterotomy and Stent 4 13.33
Complications
s No. of
Complication Cases Percentage
Peritubal leak with cholangitis 5 16.67
Right pleural effusion 1 3.33
Wound dehlscen(?e & 2 6.67
secondary suturing
Death 2 6.67
CONCLUSION

From this study of 30 cases of surgical jaundice, following can
be concluded:
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Most common presentation of surgical jaundice is jaundice
followed by pain abdomen.

Most common age group is 31-70 and sex ratio M:F
=1:1.14.

Most common cause is CBD calculus.

In benign cases, the common symptom is pain abdomen
and next is jaundice. In malignant cases, most common
symptom is jaundice and next is loss of weight and
appetite.

There was significant high value of total bilirubin, direct
bilirubin, alkaline phosphatase in malignant condition,
decreased value of albumin and altered coagulation profile
in malignancy.

Most cases of malignancy had history of high coloured
urine with clay coloured stools with itching when
compared to benign condition. Loss of weight and appetite
were more pronounced in malignancy.

USG remains cheapest, safest and most reliable diagnostic
tool in management of surgical jaundice.

Original Research Article

ERCP has both therapeutic and diagnostic advantages over
MRCP which is only diagnostic.

ERCP is comparatively as good modality of treatment as
open exploration of CBD in management of CBD calculi.

In malignancy, early detection, staging, selection of
patients are important to get benefit from curative
resection, whereas in those not suitable for curative
resection, good improvement in quality of life has been
shown by palliative procedures.

Early diagnosis and management helps to reduce the
mortality and morbidity rates.
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