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Real Time Ultrasonagraphy in Obstructive Jaundice
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Ultrasonography is a predominantly accurate, relatively simple unique diagnostic method of obstruc-

tive jaundice. The ultrasonographic findings of obstructive jaundice are dilated intra- and extrahepatic

duct with intraluminal hyperreflective echo or mass in and/or around the bile duct.

The superiority of high resolution real time ultrasonography for the diagnosis of obstructive jaundice

is based on the easy detectability of extra-and intrahepatic bile ducts by its multiple sectional images

in a short time, the flexibility of probe and the small crystal size.

Author evaluated real time sonographic findings 46 obstructive jaundice patients confirmed by surgery

or radiographical examinations.

The results were:

1. Diameter of extrahepatic duct in obstructive jaundice were varied from normal to 4.0 Cm, mostly 8

to 10 mm in diameter (26%).

Degree of dilatation of biliary duct appeared more prominent in cancer patients than any other

causes of obstruction.

2. The site of obstruction was detected in 85% (39/46) and its common site was common bile duct in

63% (29/46).

3. The diagnostic accuracy of choledocholithiasis and cancer was 82% (22/27) and 44% (4/9), respec-

tively.
75% (34/46).
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Diagnostic accuracy of the real time ultrasonography in obstructive jaundice was over all
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Table I. Causes of Obstructive Jaundice.

Diseases No. of Cases

Extrahepatic duct 21
Stones Intrahepatic duct

Extra and intrahepatic 4

duct

Bile duct 3
Primary cancer  Pancreas 3

Perimapullary 3
Metastasis to porta hepatis 4
Parasite 3
Inflammatory stricture 2
Choledochal cyst 1
Total 46
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Table II. The Extrahepatic Duct Diameters According to the Diseases.

Causes Stone Cancer . Choledo-
i Meta- Stric -, -
Extra- Intra- Both Bile duct P Periam- stasis  furc Parasite  chal l'otal

Size hepatic hepatic g UGk Sanloreds pullary . cyst
below 5mm 2 3 1 1 7
§-17 2 1 3
810 5 2 1 1 1 1 1 12
11 -13 2 1 I 1 6
14 — 16 6 1 1 8
over 16mm 4 1 ) 10
Total 21 2 4 3 3 3 4 2 3 1 46

Table III. The Degree of Intrahepatic Duct Dilatations According to the Diseases

Causes Stone Cancer Tk Hialle Choledo-

; ; " Parasite  chal Total
Extra- Intra- 5 Periam- giacis  ture
Size hepatic hepatic Vioth. Biledust Paomeas pullary cyst

- 3 1 4
2 1 3
- 7 1 1 1 2 2 14
++ 4 1 2 11
+++ $ 1 2 2 1 2 1 14
Total 21 2 4 3 3 3 4 2 3 1 46
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Fig. 1. Common bile duct stone and intrahepatic stone
A. A large round hyperreflective echo (arrow) with acoustic shadowing is noted in the dilated

extrahepatic duct.
B. A small hyperreflective echo (arrow) is noted in the dilated intrahepatic duct.

Fig. 3. Common bile duct cancer
A. Common bile duct is obstructed by the intraluminal low echogenic mass without acoustic

shadowing.
The obstructed end is widened, flat and irregular in margin.
B. Branching patterns of tubular structures from the porta hepatis are from dilated intrahepatic

ducts.
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Fig. 4. Clonorchiasis of the liver
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A. A small hyperreflective mural echo (arrow) is noted, which is suggestive of the possibility

of mural attached worm, but there is no evidence of dilatation of the extrahepatic duct.

B. Mild dilatation of the peripheral intrahepatic ducts (arrow) in the right lobe of liver is noted.

BACd ="cus 4L #aEs + + ddek (Fig.s).

Fig. 5. Choledochal cyst
Focal fusiform dilatation of distal com-
mon bile duct with a small hyperreflective

echo proximally is noted.
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