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ABSTRACT

Objective: Assessed the short-term results of surgical intervention for patients with benign obstructive jaundice.
Study Design: Cross-sectional observational study

Place and Duration of Study: This study was conducted at the surgery department of Bakhtawar Amin Medical &
Dental College, Multan, from August 2023 to July 2024.

Methods: A study was conducted on patients with obstructive jaundice who were admitted to surgery department.
Thirty four patients who were positively diagnosed with extrahepatic obstructive jaundice were included in this
study. Patients were assessed at preoperative stage and after that at intraoperative and postoperatively. Complete
data include demographics of patients, duration of disease (jaundice), laboratory findings, and cause of obstructive
jaundice, findings of ultrasonography and treatment modalities used. In addition to surgical procedures, we assessed
postoperative complications, hospital stay duration, time to jaundice resolution, and overall mortality.

Results: In patients undergoing Whipple's pancreaticoduodenectomy, wound infection was the most common
complication, occurring in 6 patients (54.5%). In those who underwent cyst excision with Roux-en-Y
hepaticojejunostomy, mild pulmonary complications were most prevalent, affecting 5 patients (45.5%). For
Whipple's pancreaticoduodenectomy, pulmonary complications without intubation in the ICU were observed in 3
patients (50.0%). Bile leakage was most frequently seen in patients who underwent cholecystojejunostomy with
jejunojejunostomy, occurring in 4 patients (66.7%).

Conclusion: The results of our study indicate that surgical treatment for benign obstructive jaundice is generally
effective and associated with acceptable short-term outcomes. Most patients experienced significant clinical
improvement, with complications being relatively short-lived and manageable. Further research is needed to
optimize patient care and enhance surgical outcomes for future patients with benign obstructive jaundice.
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INTRODUCTION After eating, the gallbladder contracts, releasing bile
into the common bile duct (CBD) through the cystic

Bile, produced by the liver's hepatocytes, is secreted duct, aiding digestion in the duodenum, the common
into ductules, flowing through intrahepatic biliary  bile duct passes into the hepatoduodenal ligament®. It
channels to the duodenum'. Some bile is stored in the  follows pancreatic head to drain into duodenum. Raised
gallbladder, which connects to the biliary tree via the level of serum bilirubin can result from liver and biliary
cystic duct?. tract abnormalities*. This leads to bilirubin deposition
in the skin and mucous membranes, causing jaundice.
Obstructive or surgical jaundice occurs when bile
outflow is blocked. Obstruction can be intraluminal
(e.g., stones), intramural (e.g., cholangiocarcinoma or
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In resource-limited countries, managing obstructive
jaundice poses significant diagnostic and therapeutic
challenges for general surgeons. The disease often
presents late, and the absence of modern diagnostic and
therapeutic facilities exacerbates these difficulties’.
Mortality and morbidity associated with biliary
obstruction are influenced by the underlying cause of
the obstruction®®.

Assessing the factors that influence the complications
rate (morbidity and mortality) in patients of obstructive
jaundice within each specific society is important.
Understanding these factors is vital for guiding
appropriate management and improving survival
outcomes in patients with obstructive jaundice'°.

There is currently a lack of information on managing
obstructive jaundice specific to our environment, as no
local studies have been conducted in our setting. This
study aims to describe our experiences in managing
obstructive jaundice, including the range of underlying
causes, investigation results, and the treatment options
available at our hospital.

METHODS

This cross-sectional study was conducted on obstructive
jaundice patients who were admitted to surgery
department of Bakhtawar Amin Medical & Dental
College, Multan, from August 2023 to July 2024.
Thirty four patients who were positively diagnosed with
extrahepatic obstructive jaundice were included in this
study. Patients who were admitted with obstructive
jaundice, confirmed through clinical history,
examination, liver function tests, and abdominal
ultrasound, were included. The study excluded patients
who were below 15 years of age and those with
jaundice caused by factors other than obstructive
pathology, such as hemolytic jaundice. The results of
the study were analyzed based on the data from 30
patients with obstructive jaundice.

Detailed examination of all patients was conducted
which include laboratory investigations, clinical
examination, previous medical and surgical history and
any systemic illness. Furthermore, laboratory
investigations include serum albumin, total serum
protein, liver function tests (SGPT or SGOT), alkaline
phosphatase, and conjugated bilirubin. Basic blood
investigations include total leukocytes, hemoglobin
level, and coagulation profile (prothrombin time,
platelet count and activated prothrombin time), INR,
renal function test and serum electrolytes.

Sole diagnostic modality was abdominal
ultrasonography that was applied on all patients to
detect extrahepatic and intrahepatic biliary channels.
Furthermore, common bile duct and causative factors
like abdominal mass, worms, lymph nodes, tumors and
gall stones were also diagnosed through imaging.
Patients were assessed at preoperative stage and after
that at intraoperative and postoperatively. Complete

data include demographics of patients, duration of
disease (jaundice), laboratory findings, and cause of
obstructive jaundice, findings of ultrasonography and
treatment modalities used. Patients were prepared with
good quality hydration, and prophylactic antibiotics,
blood transfusion was also made in necessary cases
(low hemoglobin level). Time and mode of surgical
procedure depends upon case and findings of
ultrasound.  Postoperatively, patients were given
intravenous fluids and antibiotics, and measures for
venous thromboembolism prevention were
implemented following established guidelines. In the T-
tube group, oral feeding was initiated on the second
postoperative day, while those with an enterostomy
began oral feeding on the fifth postoperative day.
Abdominal drains were removed once minimal serous
fluid output was noted. T-tube patients underwent a
cholangiogram on postoperative day 10 to confirm
common bile duct (CBD) patency prior to T-tube
removal. In addition to surgical procedures, we
assessed postoperative complications, hospital stay
duration, time to jaundice resolution, and overall
mortality. Secondary outcome measures included
identifying common causes, clinical presentations, and
surgical procedures used.

SPSS version 27.1 was used for data analysis, mean
(standard deviation) and frequency (percentages) were
initially calculated and then test of significance (t test
and chi square) were applied. P values blow 0.05 was
considered as significant.

RESULTS

In our study, we included 34 patients with a mean age
of 50.76+7.96 years. The majority were male, with 22
males (64.7%) and 12 females (35.3%). Among the
patients, benign biliary strictures were identified in 4
(11.8%) individuals, choledochal cysts in 6 (17.6%),
and choledocholithiasis in 9 (26.5%). The clinical
profile of the patients with obstructive jaundice causes
is shown in Figure 1. Additionally, 24 patients (70.6%)
experienced fever with chills, 25 (73.5%) reported
itching, 22 (64.7%) had a loss of appetite, 18 (52.9%)
faced weight loss, 25 (73.5%) experienced abdominal
pain, and 22 (64.7%) had steatorrhea.

Liver function tests revealed a mean direct bilirubin
level of 20.07+3.13 mg/dl and an indirect bilirubin level
of 3.16+1.26 mg/dl. The mean total bilirubin was
23.22+3.14 mg/dl. The association between treatment
modalities and complications among patients is detailed
in Table 3. In patients undergoing Whipple's
pancreaticoduodenectomy, wound infection was the
most common complication, occurring in 6 patients
(54.5%). In those who underwent cyst excision with
Roux-en-Y hepaticojejunostomy, mild pulmonary
complications were most prevalent, affecting 5 patients
(45.5%). For Whipple's pancreaticoduodenectomy,
pulmonary complications without intubation in the ICU



Med. Forum, Vol. 35, No. 11

162

November, 2024

were observed in 3 patients (50.0%). Bile leakage was
most frequently seen in patients who underwent

Steatorrhea 64.7%

Pain abdomen 73.5%

cholecystojejunostomy with  jejunojejunostomy, z
occurring in 4 patients (66.7%). The statistical £ tosofweigh =P
significance of these findings was p=0.232. E Loss of appetite 64.7%
Table No. 1: Demographics and causes of frehing T
obstructive jaundice patients Fever with chills 70.6%
Variable N (%) Mean = S.D 0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0%
Age (years) 50.76 £ 7.96 Percentage
Gender Figure No. 1: Clinical profile of obstructive jaundice
Male 22 (64.7) causes
Female 12 ,(35',3) . Table No. 2: Findings of liver function test in
- — Causes of obstructive jaundice obstructive jaundice patients

Benign biliary 4(11.8) Bilirubin (mg/dl) Mean + S.D

strictures

Choledochal cyst 6 (17.6) Direct 20.07+3.13

Choledocholithiasis 9 (26.5) Indirect 316+ 1.26

Total 23.22+3.14
Table No. 3: Association of treatment modalities and complications
Complication Treatment modalities Total
Whipple’s Cholecysto Cyst excision with
pancreaticoduodenectomy jejunostomy with roux-en-
jejunojejunostomy yhepaticojejunostomy

Wound 6 (54.5) 2 (18.2) 3(27.3) 11 (100.0)

Infection

Mild 4(36.4) 2 (18.2) 5(45.5) 11 (100.0)

pulmonary

complications

Pulmonary 3 (50.0) 2 (33.3) 1(16.7) 6 (100.0)

complications

with ICU

admission

Bile leak 1 (16.7) 4 (66.7) 1 (16.7) 6 (100.0)

Total 14 (41.2) 10 (29.4) 10 (29.4) 34 (100.0)

N (%), p=0.232

DISCUSSION

Obstructive jaundice is a common condition associated
with biliary tract disorders. It often poses challenges for
general surgeons in evaluation and management.
Diagnosing surgical jaundice requires a thorough
history, physical examination, and biochemical tests.
After diagnosis, surgeons must understand the anatomy
of the biliary tree, bile metabolism, and liver changes
due to obstruction. They should know the causes of
obstruction, imaging techniques, and treatment
options!!.

In this study, the average age of patients was
50.76+7.96 years. Chalya et al'? found similar results in
their study, with an average age of 42.56 years for
benign cases and 58.64 years for malignant cases,
which aligns with our findings. Comparable results
were also reported by Khurram et al'? in their studies.

In this study, benign causes of obstructive jaundice
were more prevalent than malignant causes. Similarly, a
study by Bekele et al'* conducted in Ethiopia found that
benign conditions were the primary contributors to
obstructive jaundice. However, a contrasting study by
Syed et al' reported that malignant causes were more
common than benign ones in their patient population.

In a study conducted by a researcher which involved a
total of 429 patients who were reported with confirm
diagnosis of obstructive jaundice through radiological
investigations and most common cause was reported as
malignancy. Another review was conducted by another
researcher and reported pancreatic carcinoma as most
common cause of malignancy, these findings reveals on

operative  findings. Among these all causes
choledocholithiasis was common most for obstructive
jaundice.

A study was conducted by Ambreen et al'® on 35
patients who were managed with open choledochotomy
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and reported that routine T-tube drainage can be Yemen. Sana'a Univ J Med Health Sci 2024;
replaced with common bile duct closure which is more 18(1):1-0.

safe and effective. In a study by Afzal et al'7 it was 3. Odongo CN, Dreque CC, Mutiibwa D, Bongomin

reported that the most common operative procedure F, Oyania F, Sikhondze MM, et al. Etiology,

was choledochoduodenostomy, accounting for 45% of clinical presentations, and short-term treatment
cases, followed by choledochotomy with T-tube outcomes of extrahepatic obstructive jaundice in
drainage at 35%. Choledochojejunostomy and South-Western Uganda. Clin Exp Gastroenterol

transduodenal  sphincter procedures were each 2022;Jun 11:79-90.

performed in two cases. In this study, bile leakage was 4. Anwar J, Shabbir U, Asghar MS, Shah HS, Afzal

most frequently observed in patients who underwent A, Gondal KM. The study of frequency of

cholecystojejunostomy with  jejunojejunostomy, malignancy and its types in surgical jaundice; a

occurring in 4 patients (66.7%).'® Another study by Al- tertiary care experience. JPMA. The J Pak Med

Shehari et al' reported that mean length of hospital Assoc 2023;73(1):9-12.

stay was 6.33 days and bilirubin decrease was noted on 5. Balogun OS, Atoyebi OA. Management of

7% post-operative day in 88.9% of patients. Among malignant obstructive jaundice: defining the

postoperative complications surgical wound infection relevance of various palliative surgical options in

was observed in 27.8% of patients, pulmonary resource-challenged settings: a review article. J

complication with ICU admission were 13.9% and mild West Afri Coll Surgeons 2022;12(3):111-9.

pulmonary complications were 19.4% of patients. 6. Laghari AA, Laghari QA, Shaikh AA, Muneer A,

Pandhi M. Clinical presentation and different

CONCLUSION treatment modalities of obstructed jaundice. J

The results of our study indicate that surgical treatment Phgrmaceutlcal Bes Int 2020;32(17): 199_203'

for benign obstructive jaundice is generally effective 7. Silina EV, Stupin VA, Abramov IS, BOI?VICh SB,

. ) Deshpande G, Achar RR, et al. Oxidative stress

and associated with acceptable short-term outcomes. ) .

Most atients  experienced  sienificant  clinical and free radical processes in tumor and non-tumor

p p g T .o . .

. . S . . obstructive jaundice: influence of disease duration,

improvement, with complications being relatively . .

. . severity and surgical treatment on outcomes.

short-lived and manageable. Further research is needed .

to optimize patient care and enhance surgical outcomes Pathophys.101 2022;29(1):.32_51'

for future patients with benign obstructive jaundice. 8. Bao G, Liu H, Ma Y, Li N, Lv F, Dong X, et al.

The clinical efficacy and safety of different biliary
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