HBHAOIAS I LSISIK| : K13 K135 1998
| CE Ao |

A Case of Childhood Biliary Stricture after Blunt Trauma
Managed by Endoscopic Therapy

Kyung Mo Kim, M.D., Seong Chul Kim, M.D., Dong Wan Seo, M.D.
and Chong Hyun Yoon, MD.’

Department of Pediatrics, 'Pediatric Surgery, *Internal Medicine and 3Diagnostic Radiology,
University of Ulsan College of Medicine, Asan Medical Center, Seoul, Korea

Isolated injury to the extrahepatic biliary tract following blunt abdominal trauma is rare, and there
is little information especially in children regarding the endoscopic diagnosis and management of
occult injury to the biliary tract. We experienced a 5-year-old boy who presented with jaundice
16 days after blunt abdominal trauma and was diagnosed as isolated distal common bile duct
stricture by ultrasonography of abdomen. We could get more detailed information about the injury
by endoscopic retrograde cholangiopancreatography. We could also manage this isolated common
bile duct stricture successfully with endoscopic nasobiliary drainage and plastic stent insertion
instead of surgical correction. There appeared to be no recurrence of stricture as evidenced by
biochemical test and ultrasonography during 2 years of follow up. (J Korean Pediatr Gastroente-
rol Nutr 1998; 1: 144 ~147)
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Fig. 1. Endoscopic retrograde cholangiography shows
dilatation of the proximal common bile duct and tight
stricture of the mid—portion of common bile duct with
smooth luminal narrowing (7 mm in length, arrows).
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Fig. 2. duodenoscopic finding shows plastic stent (7
Fr, 5 cm) inserted into the opening of the major
papilla of the duodenum (upper end), but half of the
stent is located in the duodenum.
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Fig. 3. Patency of the distal common bile duct re-
appeared after endoscopic therapy with endoscopic
nasobiliary drainage and placement of plastic stent
at the stricture site. The cystic duct in this child
drains into the distal common bile duct (arrows).
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