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Introduction
Obstructive or surgical jaundice is a condition in which there 

is biochemical evidence of biliary obstruction namely raised direct 
bilirubin, raised serum alkhaline phosphatase with normal or near 
normal transaminases (except when the cause is biliary cholelithiasis 
when the transaminases may be elevated too) and there is evidence 
of extrahepatic or less commonly intrahepatic biliary obstruction 
on imaging as abdominal ultrasound, Endoscopic ultrasound(EUS) 
or magnetic resonance cholangiopancreatography (MRCP) or 
endoscopic retrograde choalngiopancreatography (ERCP) [1]. Other  

 
medical causes of intrahepatic cholestasis should be excluded when 
the clinical picture is not so clear and there no clear obstruction on 
imagings, such as primary biliary cholangitis, primary sclerosing 
cholangitis, autoimmune IgG4-related cholangitis or auoimmune or 
viral or drug hepatitis [2].

Patients with obstructive jaundice are usually evaluated 
nowadays by non-invasive imaging such as abdominal ultrasound, 
MRCP & EUS [3]. The ERCP, being invasive and with serious 
complications including perforation & acute pancreatitis with 
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Abstract

Background: The duodenoscope used for endoscopic retrograde cholangiopancreatography, is a side viewing and may miss some 
unexpected obstructive esophageal of duodenal lesions which may prevent access to the ampulla of vater and lead to the procedure failure.

Aims of the study: To determine the upper GI endoscopic finding in patients with obstructive jaundice who are going to undergo endoscopic 
retrograde cholangiopancreatography & the significance of these finding in directing the ERCP team to be more cautious during the procedure 
or changing the decision either to postpond or cancel the procedure.

Material and method: This study was done in kurdistan center for gastroenterology and hepatology in suleimanya, between 1st June 
2008 to1st August 2016. Two hundred patients with obstructive jaundice had been studied, aproper history and physical examination was 
undertaken. Upper endoscopy was done by Olympus EVIS lucera 2005. Informed consent was obtained from all patients. H. pylori serology was 
sent for all patients.

Result: Two hundred cases with obstructive jaundice were studied, 120 cases were male and 80 cases were female. The entire patient has 
obstructive jaundice, the most common presenting complain in association with jaundice was anorexia & weight loss. H. pylori serology was 
done for all patients & was positive in 140 patients more among the 117 patients with abnormal endoscopic findings. The most common cause 
of obstructive jaundice were as follow: common bile duct stones, cholangiocarcinoma; pancreatic head cancer, benign biliary stricture, asciola 
hepatic & intrabiliary rupture of liver hydrated cysts. The abnormal OGD findings included; Duodenal ulcer DU 20, Gastric ulcer GU6, GERD 10, 
Esophageal peptic stricture 2, benign gastric outlet obstruction 4, antral gastropathy 50, duodenitis 12, gastric erosion 10 & malignant gastric 
outlet obstruction 3. These results benefited the ERCP team to be more cautious during the procedure in those 109 patients with the less serious 
non obstructive pathologies, while led to delay the procedure in the 6 patients with benign obstructive lesions until improvement with therapy 
& to consider canceling the procedure in the 2 patients with malignant gastric outlet obstruction& search for other management options.

Conclusion: In this study population with high prevalence of H. pylori infection and patients with delayed pancreato-biliary cancer 
diagnosis, upper endoscopy, a relatively cheap & minimally-invasiveprocedure, found to be of benefit in directing the ERCP team to be more 
cautious during the procedure or change the decision either to postpond or cancel the procedure
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high morbidity & mortality, is usually left for conditions in which 
a definite therapeutic intervention is indicated such as removing 
obstructing stones or other benign pathologies or when stenting 
is needed to bypass the biliary obstruction specially when acute 
cholangitis is present [4].

Upper GI pathologies may be more common in patients with 
obstructive jaundice because in such condition the obstructed 
bile may be excreted through alternative pathways such the upper 
GI mucosa which may ilicit toxic effects and it is well known that 
peptic ulcer disease is more common in patients with organ failure 
including hepatic failure [5].

ERCP requires patent upper gastrointestinal pathways to get 
safe access to the ampulla of Vater [6]. The duodenoscope used 
during ERCP to get access to the bilo-pancreatic ducts, is a side-
viewing scope and may not visualize potential obstructive and non-
obstructive upper GI pathologies and may make struggling to get 
access to the ampulla of Vater dangerous in cases of obstructive 
duodenal & esophageal lesions [7]. Doing routine upper endoscopy 
in patients with obstructive jaundice prior to ERCP discovers 
such pathological easily &may give the ERCP team important 
information. Although most international gastrointestinal societies 
do not recommend routine upper endoscopy prior to ERCP, first 
because benign upper GI pathologies are less common in western 
societies because of the decreasing prevalence of H. pylori infection 
and second because most of duodenal obstructions can be evaluated 
by the above mentioned imaging prior to ERCP [8,9].

This study was done to find the upper endoscopic findings in 
patients with obstructive jaundice and to find whether doing this 
procedure can benefit the ERCP team to be better prepared for the 
procedure & hence a safer procedure.

Patients and Methods
This study was done in kurdistan center for gastroentroloy and 

hepatology in suleimanyah-Iraqi Kurdistan-Iraq, between 1st June 
2008 to 1st August 2016. Two hundred patients with obstructive 
jaundice had been studied. Obstructive jaundice was diagnosed 
when there was obstructive biochemical liver chemistries & clear 
obstruction on non-invasive imaging. A proper history and physical 
examination was undertaken. Upper endoscopy was done by 
Olympus EVIS Lucera 2005. Informed consent was obtained from 
all patients. H. pylori serology was sent for all patients.

Results
Two hundred cases with obstructive jaundice were studied, 

120 cases were male and 80 cases were female. All the patient 
has obstructive jaundice, the most common presenting complains 
in association with jaundice were anorexia & weight loss. H. 
pylori serology was done for all patients & was positive in 140 
(70%) patients more among the 117 patients with abnormal 
endoscopic findings. The most common cause of obstructive 
jaundice were as follow and shown in Table 1: common bile duct 
stones, cholangiocarcinoma; pancreatic head cancer, benign biliary 

stricture, fasciola hepatic & intrabiliary rupture of liver hydatid 
cysts. 
Table 1:

Causes of Obstructive Jaundice Number Percentage

Cholelithiasis 108 54%

Choalgicarcinoma 26 13%

Cancer head of pancrease 16 08%

Benign biliary stricture 10 05%

Biliary Fasciola hepatica 5 2.5%

Intrabiliary rupture of liver hydatid 16 08%

Undiagnosed 19 9.5%

The abnormal OGD findings were found in in 117 patients 
shown in Table 2 and included; Duodenal ulcer DU 20, Gastric ulcer 
GU 6, GERD 10, Esophageal peptic stricture 2, benign gastric outlet 
obstruction 4, isolated antral gastropathy 50, duodenitis 12, gastritis 
and gastric erosions 10& malignant gastric outlet obstruction 3.
Table 2:

Abnormal OGD 
Findings Number Percentage

Duodenal ulcer 20 17.1%

Gastric ulcer 06 5.1%

GERD 10 8.5%

Oesophageal peptic 
stricture 02 1.7%

Benign gastric outlet 
obstruction 04 3.4%

Isolated antral 
gastropathy 50 42.7%

Duodenitis 12 10.2%

Gastritis and gastric 
erosions 10 8.5%

Malignat gastric outlet 
obstruction 03 2.5%

117 100%

These results benefited the ERCP team to proceed with 
the procedure if indicated, but to be more cautious during the 
procedure in those 82 patients with the less serious and non 
obstructive pathologies, while led to delay the procedure in the 
32 patients with peptic ulcerations and benign obstructive lesions 
waiting improvement with appropriate therapy& to consider 
canceling the procedure in the 3 patients with malignant gastric 
outlet obstruction & search for other management options.

Discussion
This study was done to find the upper endoscopic findings in 

patients with obstructive jaundice and to find whether doing that 
before ERCP can benefit the ERCP team to be better prepared for the 
procedure & hence have a safer procedure.

This study involved 200 patients with obstructive jaundice due 
to various causes. The prevalence of H. pylori by positive serology 
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was high (70%) among these patients, more among those patients 
with abnormal upper endoscopic finding supporting the role of H. 
pylori in these patients. The obstructive jaundice state also may 
potentiated the effect of H. pylori infections in these patients as it is 
found that excretion of bile in upper GI tract may have toxic effects 
on the mucosa 10and in addition organ failure is well known to 
increase the risk of peptic ulcer disease [10,11].

Table 1, shows the causes of obstructive jaundice in these 
patient series which included biliary cholelithiasis as the most 
common cause followed by cholangiocarcinoma, carcinoma head 
of pancrease, benign biliary stricture, fasciola hepatic, intrabiliary 
rupture of liver hydatid cysts and included 19 cases undiagnosed at 
the time of the finishing the study. These results are in concordance 
with other studies, although the prevalence of parasitic causes 
of obstructive jaundice may differ according to the geographical 
location [12-14]. 

Table 2, shows the lesions discovered by OGD and showed that 
117 patients had abnormal OGD findings and included; Duodenal 
ulcer DU 20, Gastric ulcer GU 6, GERD 10, Esophageal peptic stricture 
2, benign gastric outlet obstruction 4, isolated antral gastropathy 
50, duodenitis 12, gastritis and gastric erosions 10 & malignant 
gastric outlet obstruction 3. As mentioned above these patients are 
from a location with high H. pylori prevalence and had obstructive 
jaundice having bad effects on upper GI tract, explaining the high 
prevalence of abnormal endoscopic findings in those patients [12]. 
Very few studies had been done on the upper endoscopic findings in 
patients with obstructive jaundice because western gastrointestinal 
societies do not recommend routine upper endoscopy in patients 
with obstructive jaundice prior to indicated ERCP [8]. One study 
was found addressing this subject but the duration of the study was 
shorter than the current study and hence the upper endoscopic 
finding did not include some of our findings [15-19].

These results benefited the ERCP team to proceed with 
the procedure if indicated, but to be more cautious during the 
procedure in those 82 patients with the less serious and non 
obstructive pathologies, while led to delay the procedure in the 
32 patients with peptic ulcerations and benign obstructive lesions 
waiting improvement with appropriate therapy & to consider 
canceling the procedure in the 3 patients with malignant gastric 
outlet obstruction & search for other management options.

No other studies were found to confirm this approach, but we 
think that in developing countries with high H. pylori prevalence 
and in patients with obstructive jaundice including important 
malignant causes which may involve the gastric outlet too, it may 
be a reasonable approach to recommend pre-ERCP upper GI 
endoscopy to benefit the ERCP team in planning a better and safer 
ERCP, especially when the advanced imaging technologies such as 
MRCP &EUS are not available or accessible because of their costs.
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