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Original Article

INTRODUCTION

Jaundice is a significant clinical entity whose etiology 
may lead to a broad range of  differential diagnoses, 

each with a varied prognosis. Any duct obstruction that 
transports bile from the liver to the gall bladder and 
ultimately to the small intestine may result in obstruc-
tive jaundice, a frequent surgical issue 1. It is among the 
difficult disorders that general surgeons treat. It greatly 
raises morbidity and fatality rates 2. Given the elevated 
morbidity and death rates associated with obstructive 
jaundice, it is imperative to promptly diagnose the un-
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derlying source of  obstruction, particularly in instances 
of  malignancy when resection is limited to stages 1-4.

	 Numerous illnesses, both benign and malignant, 
may result in jaundice owing to biliary obstruction 5. 
It has been found that the prevalent aetiologies of  
obstructive jaundice differ across centers and between 
individuals 5, 6. The most frequent causes of  obstructive 
jaundice are cancer of  the pancreatic head or a stone 
in the common bile duct. Less frequent causes include 
bile duct strictures, sclerosing cholangitis, pancreatic 
pseudocyst, chronic pancreatitis, and bile duct para-
sites.

	 The diagnosis of  obstructive jaundice is seldom 
conclusive, and it is crucial to conduct an early study 
to determine the exact etiology since untreated ob-
struction may lead to pathological alterations, such 
as secondary biliary cirrhosis. The great majority of  
diagnostic tests are available to identify and determine 
the cause of  postoperative obstructive jaundice 4,7. The 
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 Results: In the aforementioned investigation, a total of  54 individuals with obstructive jaundice were seen. The 
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lignant and benign causes of  obstructive jaundice. 
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gold standard examination for obstructive jaundice in-
vestigations is ultrasonography 4-11. It provides hints for 
more research, such as CT scanning, MRCP (magnetic 
resonance cholangiopancreatography), ERCP (endo-
scopic retrograde cholangiopancreatography), and 
PTC (percutaneous cholangiopancreatography).7–10.

	 General surgeons working in low-resource na-
tions have difficulties in diagnosing and treating ob-
structive jaundice 2,12. Patients who are jaundiced before 
surgery have an increased risk of  problems afterward 
13, 14. The etiology of  the blockage determines the 
mortality and morbidity of  biliary obstruction. Hence, 
it is important to evaluate any variables that may affect 
these outcomes in each society’s patients with ob-
structive jaundice 2,12. Despite recent advancements in 
preoperative diagnosis and postoperative management, 
obstructive jaundice has been shown to be linked with 
considerable morbidity and mortality  15, 17. Improved 
survival will result from a greater understanding of  the 
causes of  these patients’ elevated morbidity and death, 
which will better direct appropriate care 17.

	 Therefore, our goal at Mardan Medical Complex 
was to investigate the range of  aetiologies associated 
with obstructive jaundice in this age of  enhanced 
imaging.

MATERIAL AND METHODS
	 From April 2016 to March 2018, prospective 
research was carried out at the Mardan Medical Com-
plex’s Surgical Department. After providing informed 
permission, a total of  54 consecutive patients from 
all genders and all age groups who presented via the 
outpatient department (OPD) with symptoms and 
signs indicative of  obstructive jaundice were recorded 
in this research. The research excluded patients who 
were diagnosed with medical jaundice. 

	 During the research, these patients were ad-
mitted to the Mardan Medical Complex’s surgical 
department. Every patient had a thorough medical 
history, a physical examination, and laboratory testing, 
which included liver function tests to measure blood 
alkaline phosphatase and bilirubin levels. Additional 
laboratory tests included albumin, serum creatinine, 
prothrombin time, packed red blood cell volume, and 
WBC count. All patients had diagnostic imaging using 
abdominal Ultrasound to check for abnormalities in 
the common bile duct, intra- and extra-hepatic biliary 
channels, and the presence of  any abdominal masses 

or causative factors such as tumors, gallstones, lymph 
nodes, worms, or lymph nodes. It provided us with 
hints for more research, such as magnetic resonance 
cholangiopancreatography (MRCP) and CT scanning.

	 Every piece of  information was documented 
using a common performance. The study’s bias and 
confounders were managed by closely adhering to 
the exclusion criteria. The patient demographics and 
obstructive jaundice etiology were among the infor-
mation gathered. Version 23 of  the SPSS computer 
program was used to analyze the data. Frequencies 
were computed for categorical data and mean and 
standard deviation for continuous variables.

RESULTS
	 In the investigation above, a total of  54 individ-
uals with obstructive jaundice were seen. The patients’ 
ages ranged from 28 to 70 years old, with a mean age 
of  51.63 ± 10.54 years. With a 2:1 male-to-female ratio, 
there were 63% females and 37% men. Table 1 lists the 
causes of  obstructive jaundice in patients: choledocho-
lithiasis in 38.9%, biliary strictures in 11.1%, and mass 
head of  pancreas in 50% of  cases. Table 2 indicates 
that malignant reasons were more prevalent in those 
over 50, whereas benign causes were more common 
in those under 50.

Table 1: Causes of  Obstructive Jaundice.

Cause Number of  
patients

Percentage 
(%)

Mass head of  pancreas 27 50

Choledocholithiasis 21 38.9

CBD stricture 6 11.1

Total 54 100

Table 2: Age Versus Cause of  Obstructive Jaundice.

Age (years) Benign cause Malignant cause

< 50 21 1

>50 6 26

Total 27 27

DISCUSSION
	 General surgeons have difficulties in diagnosing 
and treating obstructive jaundice, which also substan-
tially raises morbidity and death rates. This research 
aimed to characterize the Mardan Medical Complex’s 
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Younger people often have benign jaundice, but older 
ones tend to have malignant reasons. The most fre-
quent malignant cause of  jaundice is pancreatic cancer, 
whereas the most common benign cause is stones in 
the bile duct. 
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In contrast to Bekele et al. (2012) in Ethiopia, who 
identified choledocholithiasis as the most prevalent 
cause of  obstructive jaundice, the majority of  patients 
in our research had malignant obstructive jaundice, 
which was also seen in other studies 18, 19. The most fre-
quent cause of  malignant obstructive jaundice (50%) in 
this research was the mass head of  the pancreas, while 
the most common benign cause (38.9%) was choled-
ocholithiasis. Other people have also made similar 
observations 8,18,19. According to Sharm & Ahuja4, the 
most typical cause of  malignant obstructive jaundice 
is gall bladder cancer. Research conducted in Yemen 
and Saudi Arabia revealed that Ascariases lumbricoides 
are often linked to biliary system diseases that cause 
obstruction 20. These findings show that the etiological 
range varies between centers.

	 This study indicated that females were more likely 
than men to have both benign and malignant obstruc-
tive jaundice, which is consistent with the findings of  
previous researchers 1,4,8,18. Due to the high incidence 
of  gallstones in them, which is thought to be a risk fac-
tor for several benign and malignant disorders causing 
biliary obstruction, there is a majority of  female cases 
with both benign and malignant obstructive jaundice 
21–23.

	 The majority of  patients in our research who 
had benign obstructive jaundice had younger ages, 
while those with malignant etiology had older ages. 
Others 6,8,18,19 have also reported on the occurrence of  
malignant obstructive jaundice in older age groups of  
patients.

	 The delayed onset of  the illness and the absence 
of  contemporary diagnostic and treatment facilities 
seen in poor nations are blamed for the high rates 
of  morbidity and death associated with obstructive 
jaundice. In order to determine the exact etiology of  
obstructive jaundice, a clinical diagnosis of  this con-
dition must be made. A better result will come from 
a multidisciplinary approach including the doctor, 
radiologist, endoscopist, and interventional radiologist.

CONCLUSION
	 In our environment, obstructive jaundice is a 
prevalent surgical issue that presents diagnostic and 
treatment hurdles. Females are more likely to expe-
rience it, and malignant reasons are more frequent. 
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