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Abstract 

 

Introduction 

Obstructive jaundice is defined as a condition occurring due to a block in the pathway 

between the site of conjugation of bile in liver cells and the entry of bile into the duodenum 

through the ampulla. The block may be intrahepatic or extrahepatic in the bile duct. Majority 

of the patients with portal biliopathy are asymptomatic and only about 20% presents with 

symptoms hence management is limited to this group and is dictated by the clinical 

manifestations and complications. 

 

Case presentation 

We are reporting a case of female patient aged 66 years who had features of obstructive 

jaundice. Abdominal CT-scan revealed obstructive biliopathy due to compression of the 

extrahepatic common bile duct by dilated periportal collaterals. She underwent bypass 

cholecystojejunostomy with Braun’s anastomosis surgery with no morbidities and her 

jaundice resolved clinically.  

 

Conclusion 

Jaundice due to extra-hepatic biliary obstruction may arise as a result of diverse clinical 

conditions ranging from those commonly encountered during routine clinical practice to the 

ones which are rarely seen. 
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Introduction 

Portal biliopathy is a condition described as abnormalities arising anywhere in the biliary tree 

as a consequence of portal hypertension (1). These include bile duct strictures, ischemic 

injuries, choledochal varices, and they are mostly associated with portal hypertension from 

portal vein thrombosis (1,2). However, in patients with these anomalies, obstructive jaundice 

is rarely seen (3).  

Many kinds of varices are observed in patients with extra-hepatic portal vein obstruction 

(EHPVO) due to the extensive network of collaterals involving the paracholecystic, 

paracholedochal and pancreaticoduodenal veins, of which contribute to the development of 

portal biliopathy (3). Other less common causes are liver cirrhosis, primary biliary cirrhosis 

and Budd-Chiari syndrome (3). It is critical to diagnose the extent of portal biliopathy and its 

consequences in order to plan the correct line of management. Herein we present an 

uncommon cause of portal biliopathy caused by dilated portal veins from portal 

hypertension. 

 

Case presentation 

A 66-year-old female presented with abdominal pain for two months which had worsened in 

the last four days. The pain was more pronounced on the right upper quadrant radiating to 

the right lower quadrant, associated with loss of appetite and vomiting which was non-

bilious, non-bloody and non-projectile in nature and character. She also reported mild 

abdominal distention but denied history of constipation along the course of illness. She is not 

known to have hypertension or diabetic mellitus, no history of upper or lower gastrointestinal 

bleeding or any drug or food allergies.   

On initial examination, her blood pressure, heart rate and saturation were within normal 

range, had mild scleral jaundice, conjunctival pallor and no lower limb edema. Her abdomen 

was slightly distended globally, with tender hepato-splenomegaly otherwise no dilated veins 

or petechiae (Figure 1).  

 

Her complete blood count revealed borderline anaemia with a hemoglobin level of 10.3 g/dl 

and a normal platelet count of 184 х 109 with normal WBCs and differentials. Rapid test 

panels for hepatitis B surface antigen and Hepatitis C were negative. Her international 

normalized ratio was elevated to 1.45 and alpha fetoprotein of 0.50. Her serum creatinine 

level was 48 µmol/L, conjugated bilirubin of 36.16 µmol/L, raised total bilirubin of 52.41 
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µmol/L, albumin of 32.97 g/l, normal aspartate transaminase and alanine aminotransferase 

of 22.40 U/l and 20.18 U/l respectively. 

 

 

Esophagogastroscopy was done that showed grade-A esophagitis due to gastro-esophageal 

reflux disease and no varices were seen.  

 

Computed-tomography of her abdomen showed features of mild obstructive biliopathy 

secondary to compression of the extrahepatic common bile duct and common hepatic duct 

by dilated periportal collaterals and splenomegalyin the portahepatis and splenomegaly of 20 

cm (AP) х 10 cm (T) х22 cm (cc) and no radiologic evidence of liver cirrhosis was noted 

(Figure 2). 



TMJ   

Case Report                                              Published by OJS 

               Doi: 10.4314/tmj.v32i3.438.g277 

OPEN ACCESS JOURNAL 

TMJ      Lodhia et al. TMJ V 32 No. 3. July 2021 

127 

 

She was then scheduled for a planned explorative laparotomy, where intra-operatively the 

gall bladder, common bile duct (CBD) and cystic ducts were dilated and multiple dilated 

collateral vessels were seen. The pancreas was normal with no masses and no enlarged 

lymph nodes encountered. Cholecystojejunostomy with Braun’s anastomosis was done to 

bypass bile obstruction at the CBD and prevent cholecystitis / cholangitis respectively. Post 

operatively, the patient fared well and was discharged on day two with no complications. She 

was then reviewed at the surgical outpatient clinic at monthly intervals for three months 

whereby a control abdominal ultrasonography was done at 2 months which only revealed 

moderately enlarged spleen of 16 centimeters homogenous in texture, and clinically her 

jaundice had resolved completely. She was advised for regular monitoring and 
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esophagogastroscopy to rule out varices. She was counseled for definitive management if at 

all does appear for which she would be given referral to the hepatobiliary surgeons at the 

national hospital.  

 

Discussion 

The term “biliopathy” originates from a combination of Latin (“bilis” meaning bile) and Greek 

(“pathos” meaning disease) respectively (4). Portal biliopathy refers to a term used to 

represent various biliary abnormalities such as stenosis or dilatation of bile duct in patients 

with portal hypertension. These vessels cause obstructive jaundice but it is not clearly known 

which one in particular (3).  

Chawla et al reported that in all age groups 30% of the causes of portal hypertension is 

extrahepatic portal venous hypertension. In children the causes are omphalitis, umbilical 

vein catheterization and intra-abdominal sepsis while in adults the causes are 

myeloproliferative disorders, local tumor invasion or chronic pancreatitis. The authors 

continue to state that in more than half of the cases with extrahepatic portal vein obstruction 

the causes are unknown (5).  

 

Julianov et al presented a rather uncommon cause of obstructive jaundice caused by hepatic 

artery aneurysm. They reported raised bilirubin levels in a 76-year-old man, where a CT-

angiogram revealed a 64mm large hepatic artery aneurysm and was confirmed by 

endoscopic retrograde cholangiography being the cause of jaundice (6). Another rare 

manifestation of obstructive jaundice caused by tuberculous lymphadenitis was reported by 

Baik et al. They reported of a 30-year-old man who developed jaundice after completion of 

anti-tuberculosis regime. Abdominal computed tomography and cholangiogram showed a 

narrowing point in the common bile duct due to enlarged lymph nodes, of which biopsy was 

done and concluded tuberculous lymphadenitis. The patient was managed surgically by 

Roux-en-Y hepaticojejunostomy and post operatively anti-tuberculosis drugs (7). uSimilarly, 

in the index case, the patient was managed by surgery to bypass the compressed CBD. 

Tumor of head of pancreas is the commonest encountered cause of obstructive jaundice in 

our settling where the patients present in advanced stage hence undergo palliative “triple” 

bypass (gastrojejunostomy, cholecystojejunostomy and Braun’s anastomosis) surgery. 

The etiology of EHPVO in children is idiopathic in about 50% of the cases with morbidity 

being variceal bleeding, portal biliopathy with obstructive jaundice and hypersplenism from 

splenomegaly. Miraglia et al outlined some interventional radiologic procedures and surgical 
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shunting to manage EHPVO and its complications (8). The authors reported of inserting a 

‘Meso-Rex’ shunt in a three-year-old child with EHPVO as a complication due to umbilical 

vein cannulation with good outcome and patency of the biliary tract. Another case was 

reported of a ten-year-old with partial liver transplant due to biliary atresia and meso-caval 

porto-systemic shunt was performed with good outcome. They also stated that the use of 

multidetector computed tomography (MDCT) confirms the diagnosis and aids plan in the 

management surgical shunt creation (8).  

 

Franceschet et al concluded that management of portal biliopathy requires combined 

interventions both on the vascular and biliary system aiming to decompress the portal 

system. Liver transplant can be considered in patients with liver cirrhosis (2). The authors 

also continued to mention that only a few will be symptomatic and hence will require 

management (2). Unlike our patient, liver transplant was not considered as she did not have 

liver cirrhosis, and due to lack of resources and economic constrains, endoscopic and 

shunting methods of intervention were not done.  

From a different review by Cardoso et al. the authors state that currently therapy is not 

indicated for asymptomatic patients with normal liver functions, like the index case, 

otherwise portosystemic shunting surgery is the modality of choice (9). 

 

Conclusion 

Obstructive jaundice in association with portal hypertension is an uncommon finding and 

management is guided by the clinical manifestations and extent of disease. Many patients 

with portal biliopathy need combined vascular and biliary system interventions. Liver 

transplant can be considered in patients with secondary liver cirrhosis. However, in those 

with symptoms, management should be tailored individually.  
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