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Anomalous pancreaticobiliary junction;
image analysis and treatment principles

Ze-Li Yu, Li-Jun Zhang, Jian-Zhu Fu, Jie Li, Qing-Yu Zhang and Fou-Lai Chen

Beijing, China

BACKGROUND : Anomalous pancreaticobiliary junction is
often associated with biliary tract carcinoma and acute pan-
creatitis. We assessed the value of image analysis in the diag-
nosis of patients with anomalous pancreaticobiliary junction
{ APHJ) and the principles for the treatment of APB].

METHODS: Sixty-four patients with APB] were subjected
to ultrasound imaging, endoscopic retrograde cholangio-
pancreatography ( FRCP) and magnetic resonance cholan-

giopancreatography ( MRCP) before surgery. The diagnos-
tic accuracy of image analysis and their surgical outcomes
were evaluated retrospectively.

RESULTS: On ERCP and MRCP, the length of the com-
mon channel was calculated to be 15 mm or longer in all
patients, and the angle of the junction was more than 75° in
49 (76.6%) of the 64 patients. Of the 64 patients, 28 were
defined of panereatic duct type { P-C) (28/64, 43.75%), 32
bile duct type ( C-P) (32/64, 50%), and 4 common chan-
nel type (4/64, 6.25%).

CONCLUSIONS: Patients with APBJ are often associated
with biliary tract and pancreatic diseases, and early detec-
tion and correct surgical treatment could avoid serious

complications. ERCP and MRCP are accurate in the diag-
nosis of APB]J.

( Hepatobiliary Pancreat Dis Int 2004; 3; 136-139)
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Introduction

which is connected with the pancreatic and biliary
ducts outside the duodenal wall to form a long com-
mon channel. It is often associated with biliary tract car-
cinoma. Patients with APBJ have also been reported to
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frequently develop acute pancreatitis.[!] Although clinical
and genetic studies of the biliary epithelium in patients
with APBJ have been reported *! clinicopathologic fea—
tures of APBJ are unknown. To identify the characteris-
tics of APBJ and analyze imaging results, we report our
experience in 64 patients with APBJ at our hospital,
who had been detected by ERCP, MRCP and opera-
tive or postoperative cholangiography.

Methods

Patients

From February 1979 through August 2001, we treated
surgically 3720 patients with pancreatic and biliary disea-
ses, including 64 patients with APBJ (1.7%) at our hos-
pital. Of the 64 patients, 22 were men and 42 women
with a mean age of 46.8 years (range 15 to 70 years).
Their clinicopathological findings, associated pancreatic
and biliary disorders, diagnostic imaging, treatment and
long-term outcomes were reviewed retrospectively, in-
cluding particularly the cholangiopancreatographic results
obtained by preoperative ERCP (# =52) and MRCP
(7 =16) as well as operative or postoperative cholangio-
graphic ones (1 =60).

Clinical findings

All the 64 patients complained of upper abdominal
pain and nausea. Twenty-one (32.8%) of these patients
were associated with obstructive jaundice ; C-P type (13
patients) and P-C type (8). Sixteen (25%) patients
had increased level of amylase, and 39 (60.9%) had ab-
normal hepatic function.

Pancreatic and biliary disorders

In the 64 patients, 32 (50%) had congenital chole-
dochal cyst. Their diameter of common bile ducts was
measured 32 mm to 79 mm. In 40 patients (62.5%)
with cholelithiasis, 17 patients had gallstones and biliary
tree stones ( the diameter of their common bile ducts was
measured 11 mm to 27 mm) and 23 had gallstones. The
diameter of the commeon bile ducts was normal. Twen-
ty-one patients were associated with biliary tract neo-
plasm (32. 8%); carcinoma of the common bile duct
(9), carcinoma (8), and adenoma (4) of the gallblad-
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der. In 16 patients (25%) with acute or chronic pancrea-
titis, 11 belonged to C-P type with a dilated common
bile duct and 5 P-C type with gallstones. One of the 64

patients suffered from pancreatic head carcinoma.

Treatment

In the 64 patients, 32 patients associated with con-
genital choledochal cyst underwent excision of the dilat-
ed extrahepatic bile duct and Roux-en-Y hepaticojeju-
nostomy ; carcinoma of the common bile duct was iden-
tified histologically in 2 patients. In 40 patients who
were associated with cholelithiasis were treated by chole-
cystectomy, 17 patients were subjected to common bile
duct exploration and T-tube drainage during the proce-
dure. Nine of the 64 patients had carcinoma of the com-~
mon bile duct; advanced carcinoma in 4 patients, who
had to receive palliative choledochojejunostomy and the
other 5 patients were treated by excision of the extrahe-
patic bile duct, extensive dissection of lymph nodes, and
Roux-en-Y hepaticojejunostomy. Eight patients were
associated with carcinoma of the gallbladder; extended
cholecystectomy was performed in 7 patients and opera-
tive exploration in 1 patient becanse of advanced tumor.
Four patients with adenoma of the gallbladder underwent
cholecystectomy alone. Of the 64 patients, one who
suffered from carcinoma of the pancreatic head under-
went palliative side-to-side choledojejunostomy because
of the involvement of the portal vein. During the opera-
tion the amylase level of gallbladder bile in the 64 pa-
tients was higher than 300 w/L, with the highest being
20 000 p/L.

Results

The common channel was measured 17 mm to 49 mm
(mean 19 mm) in the 64 patients, and the angle of

i

Fig. APBJ (C-P type) with congenital choledochal cyst showing
the long common channel.
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junction was more than 75° in 49 (76.6%) of them. Of
all patients, 32 were defined of bile duct type ( C-P)
(Fig. ), 4 common channel type,, and 28 pancreatic duct
type (P-C). The diameter of the common bile duct

was measured 6 mm to 79 mm ( mean 18 mm).

Discussion

APBJ is a rare congenital anomaly, in which the pan-
creatic and biliary ducts are joined outside the duodenal
wall.[:2] It is frequently associated with congenital cho-
ledochal cyst and carcinoma in the biliary tract.[?-6!

In APBJ, a long common channel of over 15 mm
shown by endoscopic retrograde cholangiopancreatogra-
phy comprises the common bile duct and the major pan-
creatic duct. It is usually divided clinically into three
types: C-P, P-C and common channel.l”) In our 64
patients, 32 (50%) belonged to C-P, 28 (43.75%)
P-C and 4 (6.25%) common channel.

Usually no specific symptoms or signs are seen in
APBJ patients. Clinical diagnosis of APBJ is dependent
on its complications. The only significant criterion of
diagnosis is the high amylase level of gallbladder bile, in
some cases, even higher than 10 000 p/L.l81] Screen-
ing for APBJ is valuable in patients with suspected ano-
maly who show a dilated bile duct, polypoid gallbladder
lesions, diffusely thickened gallbladder mucosa on ultra-
sonography or acute pancreatitis of unknown cause.
When ERCP or/and MRCP show that the common
channel is longer than 15 mm and the junction is located
outside of the duodenal wall, APBJ should be identified.
ER.CP depicts APBJ most reliably but is invasive, and
there is a potential risk of morbidity.[>13] MRCP is a
noninvasive and accurate technique for diagnosing AP-
BJ, but is less accurate than ER CP.[16-1%]

APBJ allows pancreatobiliary or biliopancreatic re-
flux.[®-24] Refluxed proteolytic pancreatic enzymes and
phospholipase A, are activated in the biliary tract. These

activated enzymes and lysophatidylcholine produced by
phospholipase A, may induce biliary tract carcinoma.
When APBJ presents with no dilated common bile duct,
these activated enzymes and lysophatidylcholine would
concentrate in the gallbladder, and neoplasm is likely in-
duced. Although the hydropressure in the pancreatic
duct is vsually higher than that in the bile duct, bile may
reflux into the pancreatic duct via APBJ in some situa-
tion. The refluxed bile may activate pancreatic enzymes,
particularly phospholipase A,, which may cause acute
pancreatitis.

APB] is known to be frequently associated with car-
cinoma in the biliary tract and pancreatic disorders.!2:23]
The incidence of biliary carcinoma is reported to be
as high as 15.6% to 36% in adult patients with AP-
BJ.[21:%:27] Hence early diagnosis and treatment of APBJ

+ February 15, 2004 . www.hbpdint.com . 137



Hepatobiliary & Pancreatic Diseases International

before a malignancy arises in the biliary tract is extremely
important. The treatment of choicelZ*! for APBJ is
excision of the extrahepatic bile tract and gallbladder in
patients with congenital choledochal cyst, or cholecys-
tectomy alone in patients without congenital choledochal
cyst because of high incidence of carcinoma of the gall-
bladder among them.

In conclusion, patients with APBJ often develop
acute pancreatitis (25% to 31%), and they are likely to
develop biliary tract neoplasm (32. 8%). Clinically, at-
tention should be given to the possibility of APBJ in the
patients who experienced acute pancreatitis and acute
cholangitis or cholelithiasis. When one is suspected of
APBJ, ERCP and MR CP are valuable. Once the diag-
nosis of APB] is established, APBJ with choledochal cyst
should be treated by cyst excision and hepaticojejunosto-
my to avoid serious complications of the pancreatic and
biliary tracts. And cholecystectomy alone may be ade-
quate for APBJ with or without cholecystolithiasis in the
absence of choledochal cyst.
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What we call the beginning is often the end and to make an end is to make a beginning,
The end is where we start from.
—— T. S. Eliot
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