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Background:  Malignant   and   benign   lesions  may   cause   obstructive   jaundice.   The   treatment   of   these  
conditions  includes  biliary  stenting  drainage,  percutaneous  transhepatic  biliary  drainage  (PTBD),  or  surgical  

was  to  determine  the  success  rates  of  malignant  obstructive  jaundice  detection  utilising  endoscopic  retrograde  
cholangiopancreatography  (ERCP)  and  its  stent  placement  procedure.
Method:  We  conducted  a  retrospective  study  in  139  patients  who  undergone  ERCP  in  Cipto  Mangunkusumo  

Hospital  between  October  2004  and  July  2008.  Data  was  analyzed  descriptively  with  SPSS  version  17.0.
Results:  Of   139   study   subjects,   131   (94.2%)  of   them  had   clinical   obstructive   jaundice   (direct   bilirubin    

>   indirect  bilirubin   level).  There  were  73   (55.7)  male  patients,  with  age  range  of  20-­84  years.  Among  114  

32  (56.1%)  patients  had  successful  stent  placement.  Our  descriptive  analysis  showed  that  age  and  sex  did  not  
affect  the  stent  success  rates,  and  malignancy  was  showed  to  be  a  factor  of  stent  failure.
Conclusion:  ERCP  appears  to  be  reliable  enough  for  identifying  the  cause  of  obstructive  jaundice  in  most  

patients.  In  this  study,  the  achieved  success  rate  of  stent  placement  is  more  than  50%.  Moreover,  such  rate  is  
lower  in  the  malignant  obstructive  jaundice  than  the  non-­malignant  counterparts.  Papillary  carcinoma  is  the  
most  frequent  cause  of  malignant  obstructive  jaundice.
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Latar  belakang:  Ikterus  obstruktif  dapat  disebabkan  oleh  lesi  yang  bersifat  ganas  atau  jinak.  Pengobatan  
kondisi  ini  meliputi  drainase  stent  bilier,  drainase  bilier  transhepatik  perkutan  atau  tindakan  bedah.  Seiring  
kemajuan  keganasan  penyakit  kuning,  pemasangan  stent  sering  menjadi  sulit.  Tujuan  penelitian  ini  adalah  untuk  
mengevaluasi   tingkat   keberhasilan  diagnosis   ikterus   obstruktif   ganas  menggunakan   endoscopic   retrograde  
cholangio-­pancreatography  (ERCP)  dan  pemasangan  stent.
Metode:  Studi  retrospektif  dilakukan  pada  139  pasien  yang  menjalani  prosedur  ERCP  di  Rumah  Sakit  Cipto  

Mangunkusumo  periode  Oktober  2004  hingga  Juli  2008.  Data  dianalisis  secara  deskriptif  dengan  program  
SPSS  versi  17.0.
Hasil:  Dari  139  subjek  penelitian  terdapat  131  (94,2%)  pasien  terdiagnosis  klinis  ikterus  obstruktif  (tingkat  

bilirubin  direk  >  bilirubin  indirek).  Pasien  laki-­laki  sebanyak  73  (55,7%)  dan  rentang  usia  pasien  20-­84  tahun.  
Dari  114  pasien,   terhadap  57   (50%)  pasien  dilakukan  pemasangan  stent,  namun  hanya  32   (56,1%)  pasien  
yang  berhasil.  Analisis  lebih  lanjut  menunjukkan  bahwa  usia  dan  jenis  kelamin  tidak  mempengaruhi  tingkat  
keberhasilan  pemasangan  stent,  dan  keganasan  ditunjukan  sebagai  faktor  kegagalan  pemasangan  stent.
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Simpulan: .  
Tingkat  keberhasilan  pemasangan  stent  mencapai  lebih  dari  50%.  Khusus  untuk  tingkat  keberhasilan  pemasangan  
stent  pada  ikterus  obstruktif  ganas  lebih  rendah  dari  ikterus  obstruktif  jinak.  Karsinoma  papiler  adalah  penyebab  
paling  sering  dari  ikterus  obstruktif  ganas.

Kata  kunci:  ERCP,  ikterus  obstruktif,  stenting,  keganasan

Jaundice   or   asymptomatic   hyperbilirubinemia   is  
a  common  clinical  problem  that  caused  by  a  variety  
of  disorders.  For  clinical  purposes,   the  predominant  
type  of   bile   pigments   in   the  plasma   can  be  used   to  
classify  hyperbilirubinemia  into  two  major  categories.  
Plasma   elevation   of   predominantly   unconjugated  
bilirubin   suggests   the   overproduction   of   bilirubin  
(such   as   hemolysis),   impaired   bilirubin   uptake   by  
the   liver,   or   abnormalities   of   bilirubin   conjugation;;  
while   plasma   elevation   of   both   unconjugated   and  
conjugated  bilirubin  indicates  other  etiologies  such  as  
hepatocellular  disease,  impaired  canalicular  excretion,  
or  biliary  obstruction.1-­5  The  diagnostic  approach  to  the  
jaundiced  patients  begins  with  a  careful  history  taking,  
physical  examination,  and  screening  laboratory  studies.  
A  differential  diagnosis  is  formulated  and  appropriate  
further  testing  is  performed  to  narrow  the  diagnostic  
possibilities.6-­8
The  treatment  of  obstructive  jaundice  is  primarily  to  

solve  the  obstruction  and  maintain  drainage,  which  can  
be  done  through  ERCP,  PTBD,  or  surgical  procedures.  
The  success  rate  of  ERCP  to  diagnose  is  highly  variable  
from  64  to  96.4%  depending  on  operator,  endoscopic  
procedure,   and   certainly   the   severity   of   disease.9-­13    
The  aim  of  this  study  was  to  determine  the  success  rates  
of  malignant  obstructive  jaundice  detection  utilising  
endoscopic   retrograde   cholangio-­pancreatography  
(ERCP)  and  its  stent  placement  procedure.

The   study   was   conducted   in   139   patients   to  
determine  the  success  rates  of  malignant  obstructive  
jaundice   identification   using   ERCP   and   success  
rate   of   stent   placement   in   such   patients   in   Cipto  
Mangunkusumo  Hospital.  This   study  was   designed  
retrospectively  using  medical  records  of  patients  who  
had  undergone  ERCP  between  October  2004  and  July  
2008.
Identification  was   defined   a   success   if   it  were  

hassle-­free   in   identifying   stone/mass   in   common  
bile   duct   (CBD)   after   cannulation   procedure,   or  

successful  if  the  stent  placement  were  able  to  be  put  

CBD.  This  study  included  patients  with  direct  bilirubin  
>  indirect  bilirubin  level  (clinical  obstructive  jaundice).  
Exclusion  criteria  comprised  the  inability  to  identify  
the  etiology  of  obstruction,  either  malignant  or  non-­
malignant   and   incomplete   data.  Data   entries  were  
subsequently  analyzed  by  using  SPSS  17.0.

Of   139   patients   who   had   undergone   ERCP  
examination,   131   (94.2%)   of   them  had   the   clinical  
diagnosis   of   obstructive   jaundice   (direct   >   indirect  
bilirubin   levels).  Table   1   shows   characteristic   of  
the   patients.  Malignancies   as   the   causes   of   biliary  
obstruction  are  shown  in  Table  2.

Age  (years)
20-­29
30-­39
40-­49
50-­59
60-­69

5  (3.8)
12  (9.2)

42  (32.1)

22  (16.8)
Sex  
Male
Female 58  (44.3)

Obstructive  jaundice  diagnostic
No  malignacy
Malignancy
Need  futher  diagnostic

66  (50.4)
48  (36.6)

Stent  placement  (n  =  114)
Yes
No
No  data

50  (43.9)

Success
Failed

32  (56.1)
25  (43.9)

Pancreatic  cancer 15  (31.3)
Cholangiocarcinoma 9  (18.8)
Papillary  carcinoma 21  (43.8)
Klatskin  tumor 3  (6.1)
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Based  on  the  descriptive  analysis,  this  study  showed  
that  age  and  sex  did  not  affect  the  stent  success  rates  
and  malignancy  was   shown   to   be   a   factor   of   stent  
failure,  which  was  suggested  by  data  of  malignancy  
profile,   i.e.   23   failed   and   10   (30.3%)   successful  
placement   in  patients  with  malignancy  compared   to  
the  patients  with  non-­malignancy  of  2  failed  and  22  
(91.7%)  successful  placement.  Thus,  the  success  rate  of  
stent  placement  in  patients  with  malignant  lesion  was  
lower  than  those  with  non-­malignant  lesions.  

The  word  “jaundice”  comes  from  the  French  word  
“jaune”,  which  means  yellow.  Jaundice   is  a  yellowish  
staining  of  the  skin,  sclera,  and  mucous  membranes  by  
bilirubin,  a  yellow-­orange  bile  pigment.  Bilirubin   is  a  
breakdown  product  of  heme  rings,  which  is  usually  from  
metabolized  red  blood  cells.  The  discoloration  is  typically  
detected  on  clinical   situation  once   the  serum  bilirubin  

14  Patients  
with  non-­infectious   jaundice  may  have   a   complaint  
of  weight  loss  or  pruritus.  Abdominal  pain  is  the  most  
common  presenting  symptom  in  patients  with  pancreatic  
or  biliary  tract  cancers.15
depression  may  be  a  presenting  complaint  in  patients  with  
chronic  infectious  hepatitis  and  in  those  with  a  history  of  
alcoholism.16,17  Occasionally,  patients  may  present  with  
jaundice  and  some  extrahepatic  manifestations  of  liver  
disease.  Examples  include  patients  with  chronic  hepatitis  
and  pyoderma  gangrenosum,  and  patients  with  acute  
hepatitis  B  or  C  and  polyarthralgias.18-­20
Diagnostic   approach   in   patients  with   jaundice   is  

started  with  a  careful  history  and  physical  examination,  
and   screening   laboratory   studies.  A   differential  
diagnosis   is   then   formulated   and   appropriate  
further   tests  are  performed  to  narrow  the  diagnostic  
possibilities.1-­4  The  frequency  of  different  causes  that  
occurred   varies  with   age   and   the   population   being  
studied.  One   report,   for   example,   has   evaluated   the  
principal  diagnoses  obtained  in  702  adults  presenting  
with  jaundice  in  24  Dutch  hospitals  over  a  two-­year  
period.  Pancreatic  or  biliary  carcinoma  was  accounted  
for  20%;;  gallstones  for  13%;;  and  alcoholic  cirrhosis  
for  10%.21  McNeilly  suggested  a  novel  role  for  bile  
acids   in   inhibiting  hepatic  glucocorticoid   clearance,  

pituitary-­adrenal   axis   activity.   Suppression   of   the  
hypothalamic-­pituitary-­adrenal  axis  occurs  in  patients  
with  cirrhosis  and  cholestasis  and  is  associated  with  
increased  concentrations  of  bile  acids.22

Obstructive  jaundice  is  a  clinical  entity  which  was  

direct  form)  caused  by  any  obstruction  in  post-­hepatic  
bile   duct.   Incidence   rate   of   obstructive   jaundice  
differs   in   each   region   and   ethnicity.  The   treatment  
is   principally   aimed   to   solve   the   obstruction   and  
maintain  drainage,  which  consists  of  ERCP,  PTBD,  
or  surgical  procedures.5-­8  Invasive  diagnostic  methods  
such  as  mechanical  obstructive  jaundice-­endoscopic  
retrograde   cholangio-­pancreatography   (ERCP),  
percutaneous  transhepatic  cholangiography  (PTCG)  
are   performed   for   indications   in   possibility   to  
perform   lithextraction   and   effective   endoscopic  
decompression   or   in   the   tumor   of  Vater’s   papilla,  
in   case   of   low   block.23   Periampullary   and   hepatic  
malignancies  will   often   present   with   obstructive  
jaundice.   For   unresectable   tumors,   effective   and  
lasting  decompression  of  the  biliary  tree  is  essential  
method  to  improve  quality  of  life  and  survival.24
In   this   study,   further   analysis   showed   that   age  

and   sex   did   not   affect   stent   successfulness,   and  
malignancy   feature  was   shown   to   be   a   factor   of  
stent   failure.  There  were  23   failed  and  10   (30.3%)  
successful   cases   in   patients   with   malignancy  
compared  to  2  failed  and  22  (91.7%)  successful  cases  
in  non-­malignancy  counterpart.  The  success  rate  of  

than   those  with   non-­malignant   lesions.   It   perhaps  
happened  as  this  study  had  some  limitations  such  as  
the  status  of  referral  hospital  and  therefore,  patients  
who  were  admitted  to  the  hospital  appeared  to  have  
a  more  end-­stage  disease  and  greater  complications.  
The   success   rate  depends   largely  on   the  malignant  
feature   of   the   causation.  As   increased   severity   in  
staging  of  malignancy  will  otherwise  decreases  the  
success  rate;;  therefore,  an  early  diagnosis  and  referral  
is  needed.  Patients  had  failed  ERCP  procedure  should  
subsequently   have   PTBD   or   surgical   procedures  
as   soon   as   possible   to   avoid   sepsis   and   other  
complications.  
We  encourage  others   to   conduct   a   larger  multi-­

center  studies  to  evaluate  contributing  factors  on  the  
stent  placement  success  rate,  which  include  the  serum  
transaminases   levels,   direct   and   indirect   bilirubin  
level,   alkaline   phosphatase,   and   gamma   glutamyl  

patients  could  be  directly  advocated  to  have  the  most  
appropriate   procedures   including   those  with   the  
highest  success  rate.  For  cost-­effectiveness  reasons,  
the  system  should  be  established  soon.
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ERCP  appears  to  be  reliable  enough  for  identifying  
the  cause  of  obstructive  jaundice  in  most  patients.  In  
this  study,  the  achieved  success  rate  of  stent  placement  
is  more  than  50%.  Moreover,  such  rate  is  lower  in  the  
malignant  obstructive  jaundice  than  the  non-­malignant  
counterparts.  Papillary  carcinoma  is  the  most  frequent  
cause  of  malignant  obstructive  jaundice.
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