Unusual Cases and Technical Notes

ERCP and Balloon Dilation Is a Valuable Alternative
to Surgical Biliodigestive Anastomosis in the Long
Common Channel Syndrome in Childhood

Choledochal cysts are a rare cause of hyperbilirubinemia in child-
hood. We report here a boy of two years of age with a long common
channel syndrome, with multiple stenosis of the bile duct system
and choledochal cysts, in whom endoscopic balloon dilation was
able to restore biliary drainage.

The patient presented with a two-week history of nausea and
emesis, followed by darkening of the urine and acholic feces. Sero-
logical tests for hepatitis were negative. Ultrasonography and CT
disclosed dilation of the common bile duct to 13 mm and intrahe-

Figure 1: Multiple stenoses and cystic dilated segments of the common
bile duct

patic cholestasis, confirming the diagnosis of a cystic long common
channel syndrome. Increasing bilirubin levels and concomitant pan-
creatitis made it necessary to consider surgical intervention. En-
doscopic retrograde cholangiopancreatography (ERCP) under
general anesthesia showed a common channel 2 cm in length, three
filiform stenoses of the common bile duct and prestenotic pseu-
docystic dilation of the extrahepatic bile duct (Figure 1). We decided
to undertake balloon dilation of the obstructed segments. Via a
guide wire, a 2-cm 5-Fr balloon was sucessfully placed in the
narrowed segments of the common channel and then insufflated
repeatedly. A dramatic increase of bile flow from the obstructed
duct system ensued immediately (Figure 2). During the following
days, declining cholestasis and an improvement in the pancreatitis
were observed. Ten days after ERCP, all laboratory values were
normal. The common bile duct remained slightly dilated (9 mm).

Figure 2: After dilation of two stenoses in the common bile duct.
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The boy was discharged without signs of cholestasis and pancre-
atitis. Follow-up examinations three month, six months, and one
year after the ERCP showed normal liver values.

The long common channel syndrome has frequently been observed
in Japan, but in Europe only a few cases have been reported (1-
3). Some authors have suggested that a risk factor complicating
cholangitis and pancreatitis is defective functioning of the sphincter
of Oddi. This permits reflux of pancreatic juice into the bile duct
system, thereby inducing an elevated pressure and thus promoting
the development of choledochal cysts (4). Endoscopic sphincter-
otomy alone is rarely an adequate approach, since the common
channel most often extends to the extraduodenal segment of the
common bile duct. An alternative approach is repeated balloon
dilation of the narrowed segments. Since the only alternative to
this approach is surgical biliodigestive anastomosis, the procedure
described above should be attempted first (3, 5).
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