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Strategy for etiological diagnosis and treatment choice of benign
biliary stricture
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Abstract Benign biliary stricture (BBS) is one of the main complications of hepatopancreatobiliary diseases and
surgical procedures. The use of appropriate diagnostic methods and strategies to identify the cause of
biliary stricture, can not only avoid the missed diagnosis of malignant biliary stricture with benign
manifestations, but also avoid unnecessary surgical exploration in benign diseases, and has become a key
element in the diagnosis and treatment of biliary stricture. Among numerous treatment methods for
different causes, how to select and make a reasonable treatment strategy is also a problem faced by

hepatopancreatobiliary surgeons. The etiological causes of BBS mainly include iatrogenic, infectious,
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inflammatory, obstructive, ischemic and autoimmune factors. In terms of diagnosis, CT, MRI and other
imaging examinations are the first choice for finding biliary stricture and preliminarily determining the
benign or malignant nature of the lesion. The etiological diagnosis of BBS can be made by combining
the history, clinical manifestations and laboratory findings with the comprehensive evaluation of the
collaborative multidisciplinary team including hepatobiliary surgeons, radiologists and pathologists. In
terms of treatment, endoscopic retrograde cholangiopancreatography (ERCP) is still the first-line
treatment for BBS; in the cases with anatomical changes or various reasons that cause the failure of
endoscope to enter the biliary tract through the duodenal papilla, percutaneous transhepatic biliary
drainage (PTBD) can be used for solution; for refractory BBS, surgery is considered as the final option;
emerging techniques such as magnetic compression anastomosis, intraductal radiofrequency ablation and
biodegradable stents have promising application prospects, but more research data are needed to evaluate
the efficacy and safety.
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Table 1 Classification and causes of BBS

P S [l
BEUR TR 2 IRFEDIBRA S IRIEAG A 5 S5 RS AE s R -0 BR s A 2 W & 5 107 s oY
Y R HIV AHICRIER AR s B R ML ERAS 4% ; 25 Ae g
SAEER F PEVEIEIR AR s SRR s NE R AN 2 5E
(iR Mirizzi £ G40 ; TR B R ; IH A7 6E
1 B o P 2 Eﬁﬁ@@ﬁm%&@mmwwmmmmmgmywhwmﬁk@kﬁﬁﬁéﬁﬁa%m
PEINGE %
QIR EASE S JF Bl ks 5 kg %

712 BBS di L A B P D 2R IH 4 D) B F
JERE A o T IR sl M 5 T JIE 4% DD B AR 5 [ Dl R R
i 2 3 & 79 45 LA BOR S Hem-o-lok & [ 38 JiF
o BOME R A BE T B T e . AT RS AR AR S

© WA )3 of [ FF I F A EPTA

Fr 5 B BBS 3 PR O« (1) DR IR B 1l F0 47 4 Ak
Jit B A TE W) G K B BEGE AR, BT WS Rk
75 (2) ARSIk B0 . iR I . 3 iopk 7 25 5
AL J VA0 ELAE e ot o A, A TS SR A 07 B

http://www.zpwz.net



298 W E

%t
*
%

L& 532 %

7, BRI G el

TE M TE R G b, AR A 2 B BE % 7 (human
immunodeficiency virus, HIV) ¢ JH 38 55 728 fl1 2 &
PEAE e R4S 58 & T B BBS YA R FE . HIV
AR 5 A 95 45 # WL F CDAT 41 i 314 < 100/mm* 1) &
Ho BEANMEAEEE . BT B T R B A
B S AR T DL R e 2 S BB A KO R E
R, #E T K Az BBSY . 52k 1 Ak e 1 IE B R T
1930 4F 75 H [ 7 W6 9 B WAl L 6 s R BLIZOR TE
AR K 2 S M DX e, I 5 ] R A S s I
S Ay AR HURYL A OG5 A A R R I A IE A
ZREA, SAOFEUREY K. WiE N Kb E
WAT YL IHTEY A ISR E 46% Y18 1 g IR 4
BE S ELBBS, (f BBS B H LA 10%, W
T R S N IR R AR AR T A AT A, RO
DU 45 5 A e A 2 40 1 P 3 JIE R A TR R B 5 | i
BBS. JIF N AN IE A 45 £ BR 45 40 B 3 il H JE A R
Hb, b RRER AR A b B ke AR KIS 1 A AE . PSC
VLR A IBAE ) 2 2F e AL R A8 RE W i, L2
RMIEM A, ol )7z RRFNSMEE, R HE
FIRHREAE , W o 51 R AR AT REALS . 1G4
AH G R A 1 RH A4S 58 J2 1gGA AH 5GP & Gk 72 1 I 38
ROGWRM, WRMATE, WA EIFA S Rk
JBE iR U A2 R A 25E H B R A TG4 B 1 K 4 i
T T H B PR ZE P DK 8 R HICTE £ A Al . JIH 3 R
e FERHFN B G g v R R X ATl A I GE B 2
PR — 18 1 JRRE B S G PR K A JIE G 2T 4 1k S5 B AR
AL T 2 BBS K A= .

A 95 12 P i 8 1 PSCAE N Y — 285 | 32 BBS (1Y)
o DAL [ 3 Bl A Ry 2 G 1 i AT 2 8k, R
AR M R E T BU M UK AR B T2
L, a5 R IEGE B 2R 1 S 2 B A R
HAR R R iy s A R R o BT DAAE i R A b 7 45
B B R AE RIS IA Sy g B R 2 Y D R
JRER R, k2D MR A Y IE G A TR
(SIS i o ata SR s

2 BBSHIZHI A EFARES
BBS 12 Wi 1 1y 37 75 B 45 A TR s L JE IR
TR I PR 26 B0 LA M A 4% CT . MRIFE N B S AL 22 46

oM NS AR, AU BRI ASEER 2 BBS,
D) 75 L 40 B 27 w2 20 B 2 T ik HE BT PR g AR

© MR A o [ 8 S F 2 E P H

(A BB o — 7 20 Mk LABR A2 1 s ) R 2
FHBIE BHE K I ROV 5E ) LR B 98 78 70 A2
21 EEIRETE

i AR A A i MRT R i S i B B A AL
1% (magnetic
MRCP) | [ #8484 38 CT J2 fc w5 I JC B 5215 2 h A
Tk, HHBE BT T AN SNBSS 5k O,
[ei) 1 90 25 % IH 38 e 2 1 B M R AT S0 00, oA
T8 L A AR A O AR AT o B ()RR ),
s e HlErr g, Wik, ERxhRas X
HR,

JIEL T e 7 A O B A T T v A GE 4 5K
i ¥ R PRGSO W R HE T sk B B
MBSO, HOrE . B . THL R,
VE R PPAL I IE R G 9 ik MBS I E L . A
FRUO R T BURREE W] R 31 909% DL L, AH B AR A
S RREENAR, TEE—- LSRN, Wk
e i i I B TE R el < A L I A I D ¢ o
JIE VR BE I GE B RS 00T L BE S IR AT R B
HARCEWE .

5B AR L, R 5 MRT L MRCP {2 713
HIE R A Z R B LU, 7] 3R A5 55 T 40 1Y
MRIE R g 5215, i H e 4 T s 0 it 48 25 4 If
PLAE R 5%, TS5 K IR TE BeA=10 HUR E
FVRE 5 B2 7] 3K 98% o 45 & B4 5 41 4 T D IX 3 B A
R, RO R A S 00 ) Ol 389%0~90%
70%~85%"" . MRCP {713 IH I8 B 72 i P fiE 5 22 N B
W4T OO ¥ retrograde
cholangiopancreatography , ERCP) JEARA[E, 1HZH
T MRCP 2o BIAG A 7 ik, B Al 70 58 2 0 3 52 71
b AN, AR T H R, BT LUAH B ERCP T
. MRCP £ £ JIH 38 B 72 0 57y B1AE 1) 0 40 K £
Tk

JiE R 48 iR CT A S 031 o A2 g R R AP O T B LR
B TR LT R S AR AR AL PR AL 2L ik
WRFR, X TH LALLM, e RSN
FARTH, IFEHEFARITRAEAGEZ/EM. F5b,
ik RS 5 CT 3k v] DA A B S R B e &K
AR . Sk T ] E E B P A B ¥ LR e DR ATRR OGO
RIE

resonance cholangiopancreatography ,

(endoscopic

JE R 55 MRL, CT X R 8 1 H G 52 4% 4 48
o B LU G A e 21
http://www.zpwz.net



%21 ERFE %R

VB B D TSR AR Y O R 299

®2 R. BHBERENMRI, CTEINESR
Table 2 Essential points for distinguishing benign and malignant biliary stricture in MRI and CT
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Figure 1 Diagnostic strategies for cases with cholestasis manifestations due to biliary stricture
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Figure 2 Diagnostic strategies for unspecified biliary stricture (Double tube sign: dilatation of the common bile duct and the

main pancreatic duct)
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