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Iatrogenic bile duct stricture is the most common causes of benign bile duct stricture. Several studies reported 

biliary tract have a broad spectrum of manifestations, ranging from mild elevation of liver enzymes to life-
threatening infections such as cholangitis, liver abscess, and biliary cirrhosis. Moreover, due to its indolent 
course with subtle clinical manifestations, diagnosis is often delayed and most patients present with a protracted, 
complicated course. We reported a case of 26 years old female with recurrent cholangitis due to iatrogenic bile 
duct stricture. Biliary drainage through endoscopic approach followed by surgical procedure was selected as 
strategic management for the patient.
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Striktur biliaris iatrogenik adalah penyebab terbanyak penyempitan saluran empedu yang bukan disebabkan 
oleh keganasan. 
Striktur biliaris mempunyai manifestasi klinis yang luas, mulai dari peningkatan enzim hati hingga infeksi yang 
dapat berakibat fatal seperti kolangitis, abses hati, dan sirosis biliaris. Oleh karena gejala klinis yang muncul 
perlahan-lahan, diagnosis striktur biliaris seringkali menjadi terlambat sehingga pasien seringkali datang dengan 
komplikasi. Kami melaporkan sebuah kasus wanita 26 tahun dengan striktur biliaris iatrogenik. Drainase biliar 
secara endoskopi diikuti dengan pembedahan dipilih sebagai strategi tata laksana pada pasien ini.

Kata kunci: striktur biliaris, kolangitis, endoskopi, pembedahan

Bile duct stricture is a challenging clinical 
condition that requires multidisciplinary approach 
for management. In general, there are two etiologies 
of bile duct strictures, benign and malignant. Patients 
with biliary strictures due to operative injury, radiation, 

trauma, or chronic pancreatitis generally have a good 
prognosis. In contrast, patients with bile duct strictures 
due to malignancy have a less favorable outcome. 
Most of benign causes of bile duct strictures are 
iatrogenic; approximately 80% of its case is resulting 
from operative trauma.1 This case report would discuss 
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Management of Recurrent Cholangitis in Patient with Iatrogenic Bile Duct Stricture

a strategic management in 26 years old woman with 
recurrent cholangitis due to iatrogenic bile duct 
stricture.

A 26 year old female admitted to the Emergency 
Unit of Cipto Mangunkusumo Hospital with chief 
complain of yellowish eyes since two weeks before 
admission. The complaint was accompanied with fever, 
right upper quadrant abdominal pain, brown tea colored 
urine, and pale-colored feces. She was diagnosed 
with Mirizzi syndrome a year ago which required her 
to undergo a laparoscopic cholecystectomy. Three 
months before admission, she was hospitalized due 
to cholangitis and underwent endoscopic retrograde 
cholangiopancreatography (ERCP) procedure. The 
ERCP revealed a stricture of the distal common bile 
duct (CBD), a plastic stent was placed at the area of 
stricture.

Physical examination revealed tachycardia, fever 
(38,10C), icteric sclera, and tenderness in her right 
upper abdominal quadrant. Laboratory examination 
showed elevated white cell counts (31,800 cells/mL), 
high serum bilirubin (total bilirubin 42.6 mg/dL; direct 
bilirubin 40.0 mg/dL; indirect bilirubin 2.6 mg/dL), and 
elevated procalcitonin (54.6 ng/mL). The patient was 
diagnosed with cholangitis. Meropenem is given as 
empiric antibiotic, followed by ERCP which revealed 
stricture at the CBD with migration of previous biliary 
stent. A plastic stent was placed at the stricture point; 

CBD. After stent placement, total bilirubin was fall to 
4.8 mg/dL. She was prepared to undergo double bypass 
surgery of her biliary tract.

Strictures of the biliary tract have broad spectrum 
of manifestations, ranging from mild elevation of 
liver enzymes to life-threatening infections such 
as ascending cholangitis, liver abscess, and biliary 
cirrhosis. Due to its indolent course with subtle 
clinical manifestations, diagnosis is often delayed and 
most patients present with a protracted, complicated 
course. In this report, a female patient presented with 
signs and symptoms suggesting cholangitis. She had 
history of Mirizzi syndrome which required her to 
undergo laparoscopic cholecystectomy one year before 
admission. Nine months after the surgery, she had the 

bile duct. Iatrogenic cause is the most common etiology 
of benign bile duct stricture; approximately 80% of 
its case is resulting from operative trauma. Several 
studies revealed the incidence rate of bile duct injury 
is 0.2–0.3% after open cholecystectomy and 0.4–0.6% 
after a laparoscopic cholecystectomy.2,3

About 75% cases of iatrogenic bile duct strictures 
were unrecognized at the time of surgery and the 
clinical presentations might be delayed for more than 
5 years in some cases. Early recognized strictures 
are often associated with a bile leak caused by direct 
trauma, whereas delayed presentation is associated 

4 The patient 
had a second episode of cholangitis three months 
after. Following endoscopic biliary decompression 
through ERCP with a placement of plastic stent, 

treatment. Medical treatment consists of administration 
of empiric antibiotic therapy addressed to typical 
organisms causing cholangitis such as Escherichia coli, 
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Klebsiella, Enterococcus, Proteus, Bacteroides, and 
Clostridium species. A combination of cephalosphorin/

regimen of choice for cholangitis. Newer agent like 
imipenem-cilastatin and piperacillin-tazobactam also 
has excellent activity against the typical pathogens.1,5 

The goal of treatment in benign bile duct stricture is 
biliary drainage which can be achieved via endoscopic 
treatment via ERCP or surgical treatment. ERCP is 
a valuable technique in biliary disease, it carried out 
different diagnostic procedure (e.g., sphincter of Oddi 
manometry) and therapeutic interventions (e.g., stone 
extraction, biliary drainage, stent placement) at the same 
time. As diagnostic tools, ERCP can detect intrahepatic 
and extrahepatic dilatation, stones, and the site of biliary 

has as high as 90-95% success rate, with a complication 
rate of approximately 3-5%. ERCP also can help 
distinguish malignant from benign biliary obstruction.6 

Endoscopic treatment of bile duct stricture usually 
consists of serial placement of multiple plastic stents 
over 12 months period, with success rates ranging 
from 74-90% following this approach. However, 
the recurrence rates is as high as 30% within 2 years 
of stent removal.7,8,9 A study done by Regimbeau 
et al revealed that surgical treatment of bile duct 
stricture due to chronic pancreatitis had better long 
term outcome compared with endoscopic approach, 
although overall morbidity was also higher in surgical 
treatment group.10

The major determinant on outcomes of patients with 
bile duct strictures is the underlying disease condition. 
Patients with biliary strictures due to operative injury, 
radiation, trauma, or chronic pancreatitis generally 
have a good prognosis. In contrast, patients with bile 
duct strictures due to malignancy have a less favorable 
outcome. Her history of recurrent cholangitis may 

decrease the possibility of successful endoscopic 
dilatation and lead to recurrence of her symptoms. 
Regarding her underlying benign condition, her young 
age, and relatively we decided to do surgical biliary 
bypass for this patient to prevent recurrence of her 
symptoms. 
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