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Abstract
Biliary dilation is common in clinical practice and originates from many 
pathologies; among them, choledocholithiasis, chronic pancreatitis and 
periampullary diverticula (PAD) are the most common. Popular signs of 
cholelithiasis is diffuse dilatation of the intra- and extrahepatic bile duct, 
however, in some cases, it might be local dilatation of the common bile 
duct without intrahepatic bile duct dilatation. The long-term outcome 
is favorable, however, it is necessary to rule out other causes such as 
choledochal cyst, pancreatitis by frozen section in order to have a proper 
diagnosis and treatment. We describe a 19-year-old female patient with 
local dilation of the common bile duct due to choledocholithiasis that was 
operated laparoscopically with success.
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Introduction

Common bile duct (CBD) dilation is diagnosed 
when the CBD diameter  is dilated over 7 mm (for those 
without history of cholecystectomy) [1]. Symptoms 
might be included: abdominal pain, jaundice, 
fatigue and anorexia. A small number of patients 
have no symptoms and this condition is accidentally 
discovered. For these cases, more advanced imaging 
diagnosis methods are required, such as magnetic 
resonance cholangiopancreatography or endoscopic 
ultrasonography [2]. The most common causes 
are choledolithiasis and chronic pancreatitis; other 
pathogenic causes such as tumors of pancreatic head 
or ampulla of Vater or common bile duct… account for 

12% [3], [5]. The most frequent congenital cause is 
choledocal cyst, accounting for about 0,4% of CBD 
dilation, that is mostly reported in Asian countries and 
can be detected both before and after birth [6].

Local dilation of the bile duct is rare, and 30% 
of the cases are with concurrent biliary lithiasis. 
Two main causes for this are: lithiasis causing local 
dilation of the bile duct, or congenital pathology 
such as choledochal cyst complicated by lithiasis, 
with different macro and microscopic features. 
Treatment for biliary lithiasis includes a complete 
removal of the calculi and an elimination of 
mechanical obstruction. While for choledochal cyst, 
it is required to completely remove the cystic part 
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of the CBD and to make a bilio-jejunal anastomosis. 
A proper differential diagnosis between these two 
pathologies is very important in order to make an 
optimized treatment plan for the patients in avoiding 
excessive as well as non-curative treatment, 
that could affect the patients’ quality of life and 
survival rate. We report a 19-year-old female 
patient, with a postoperative diagnosis of the CBD 
cystic dilatation due to choledocholithiasis that was 
treated successfully by laparoscopic surgery and 
intraoperative cholangioscopy-guided lithotripsy, 
and review the literatures this disease.

Case report

Patient Dang T. T., female, 19-year-old, with 
a medical history of choledocholithiasis since 1 

year old, was admitted to the hospital because of 
the right subcostal abdominal pain with a slight 
fever, however no temperature and jaundice 
were recorded. On admission, she was alert, good 
general status, normal skin, without any infection 
or cholestasis manifestations. Cholangiography 
Magnetic Resonance Imaging (MRI) demonstrated 
a local dilation of the CBD and the common hepatic 
duct (CHD) of 19 mm in diameter and of 75 mm in 
length, with multiple biliary stones of 57x17 mm, 
suspecting an intra-cystic lithiasis; without any lesion 
of other organs (Figure 1). Gastroscopy revealed no 
physical papillary lesion. Preoperative total/direct 
bilirubin and AST/ALT level were 12/5 and 58/160 
U/L consecutively; while other laboratory tests were 
within the normal ranges.

Figure 1. Cholangiography Magnetic Resonance Imaging

An exploratory laparoscopy was indicated. A 
cystic dilatation of the middle and lower third of 
the CBD of 20mm in diameter with thickening 
wall that extended towards the pancreatobiliary 
union was found intraoperatively. CBD exploratory 
opening revealed multiple intra-cystic stones, a non-
dilated intrahepatic bile duct in cholangioscopy, no 
localized abscess and a normal Oddi sphincter with 

the smooth circulation to the duodenum. Preliminary 
cholangioscopy revealed no abnormality of the 
biliopancreatic junction. Cholecystectomy, stone 
removal and cholangioscopy-guided lithotripsy 
with a T-tube drainage placement were performed. 
A cholangiography via T-tube after one week 
demonstrated a streamline CBD with a good bilio-
intestinal circulation (Figure 2). Pathology result 
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Figure 2. T-tube cholangiography after 1 week

Discussion

Local CBD dilation is a quite rare sign, of which 
the two main causes are lithiasis and choledochal 
cyst. Choledochal cyst, or more precisely biliary 
cyst, is a congenital abnormality of the intra- and 
extrahepatic biliary duct, caused by an uneven 
dilation of the biliary tree. The exact cause 
remains unclear, but some authors proposed the 
hypothesis mostly agreed by other is an anomalous 
biliopancreatic junction (ABPJ).

APBJ is defined when the junction of the CBD 
and the principal pancreatic duct locates outside the 
duodenal wall. According to Babbitt (1969), APBJ 
might lead to the reflux of pancreatic fluid into 
biliary duct, and passing over time, it might cause the 
chronic biliary infection, the low CBD sclerosis and a 
cystic dilatation of the higher part of the CBD [7]. In 
1977, Matsumoto proposed 3 anatomical criteria to 
determine an APBJ including: 1. The biliopancreatic 
junction is longer than 15 mm; 2. The biliopancreatic 
junction is outside the duodenal wall; 3. The 

of the gallbladder showed a chronic inflammation 
without any modification of the biliary layers. The 
patient was discharged after 1 week without any 

surgical complications. On 6-month check-up, 
the ultrasound demonstrated no CBD dilation or 
remaining stone.

junction angle is over 300 [8]. Choledochal cyst is 
a benign disease, that can be classified into 5 types, 
according to Todani (Figure 3) [9], [10]. However, 
without early detection and treatment, it might lead 
to dangerous complications such as intra-cystic 
lithiasis, infection or even malignant degeneration. 
The treatment for a benign choledochal cyst is a 
complete excision of the affected CBD and a bilio-
jejunal anastomosis. Arora (2014) reported that 
90% of the cases with a choledochal cyst were with 
the ABPJ, and cholangioscopy might be helpful 
to confirm the diagnosis [11]. Lee HC followed 
100 cases of choledochal cyst and found 5 cases 
of lithiasis formation after 1 - 22 years, however, 
mostly type IV choledochal cyst and intrahepatic 
lithiasis [12]. Weng (2020) reported that among 98 
under-18-year-old children with biliary lithiasis, 
there was 20% with associated choledochal cyst, 
and the rate of lithiasis clearance was 90.9% among 
patients with type I choledochal cyst [13].
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Figure 3. Todani’s choledochal cyst classification

Local dilation of CBD often occurs on the 
early stage of choledocholithiasis, mostly in pellet 
forms, when the obstruction is not complete and 
biliary flow still be able to circulate downwards 
to the duodenum. Then, biliary stones would 
completely fill up the dilated CBD and cause the 
symptoms of biliary stasis like the Charcot’s triad 
[14]. In Vietnam, the most common was pigment 
stones formed by infectious pathologies leading to 
the repetitive biliary infection with a high risk of 
recurrence [15]. Pathological study of these cases 
was the CBD wall thickening without any congenital 
abnormality such as ABPJ. These patients had 
a history of biliary lithiasis and presented signs 
of biliary stasis. If the sphincter of Oddi was still 
visible via cholangioscopy, the inflamed and dilated 
bile duct would recover back to the normal condition 
without the need of extrahepatic bile duct excision. 

Our patients had a local dilation of the bile duct 
associated with an intra-cystic lithiasis. Preoperative 
precise diagnosis was challenging. Facing to a case 
of the CBD’s local dilation, we oriented towards 
2 main causes including a choledochal cyst with 
lithiasis complication and a cystic dilation of the 
CBD due to lithiasis. After the operation, we thought 

about the 2nd cause for the following reasons: 1. 
A choledochal cyst with lithiasis is much more 
uncommon than a local CBD dilation due to lithiasis; 
2. CBD was dilated evenly at the lower part without 
any sign of ABPJ on the preoperative imaging 
and with a normal gastroscopy; 3. Cholangioscopy 
showed a smooth passage through the sphincter of 
Oddi downwards to the duodenum; 4. There was 
no pathological evidence of choledochal cyst in 
the specimens of the gallbladder and its neck. This 
result was also confirmed by a post-operative T-tube 
cholangiography, in which, the CBD diameter 
returned to normal after 1 week of treatment and 6 
months of follow-up.

Our limitation was without amylase measurement 
of the biliary fluid and no frozen section of the bile 
duct during operation, either. If the amylase level 
of the biliary fluid is over 8000 UI/L, a diagnosis of 
the choledochal cyst may be oriented [16]. Biopsy 
can be considered as a gold diagnostic standard. The 
main features of a choledochal cyst is an absence 
of the muscularis and epithelial layer, or sparse 
epithelial layer in the cystic wall, while the CBD 
is with all structural characteristics of a normal bile 
duct [17]. It is the most important test and should 
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be performed in case of the local CBD dilation with 
intra-cystic lithiasis. 

In conclusion, we recommend the surgeons if 
they see the patients with a local bile duct dilation, 
should indicate the following tests: 1. Gastroscopy 
and maybe additional endoscopic ultrasonography; 2. 
Magnetic Resonance Imaging with cholangiography; 
3. Amylase level in the biliary fluid and the most 
important, 4. Intraoperative frozen section in order 
to confirm the diagnosis for proper treatment plan.

Conclusions

Local bile duct dilation is a rare lesion caused 
by biliary lithiasis and may be easily confused with 
a choledochal cyst. Cholangiography Magnetic 
Resonance Imaging, check of amylase level in 
the biliary fluid and intraoperative frozen section 
are the important tests for definitive diagnosis and 
treatment of choice.
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Toùm taét
Giaõn ñöôøng maät laø moät hình thaùi toån thöông hay gaëp treân laâm saøng, do 
nhieàu beänh lyù khaùc nhau, hay gaëp nhaát laø soûi oáng maät chuû (OMC), vieâm tuïy 
maïn vaø tuùi thöøa Vater 1. Daáu hieäu phoå bieán cuûa soûi maät laø giaõn ñöôøng maät 
trong vaø ngoaøi gan lan toûa, tuy nhieân coù tröôøng hôïp OMC giaõn ñôn thuaàn 
khoâng keøm theo giaõn ñöôøng maät trong gan. Tieân löôïng cuûa beänh naøy laø toát, 
tuy nhieân caàn loaïi tröø caùc nguyeân nhaân nhö nang OMC, vieâm tuïy baèng sinh 
thieát töùc thì ñeå coù chaån ñoaùn vaø ñieàu trò phuø hôïp nhaát. Chuùng toâi xin baùo caùo 
moät tröôøng hôïp ngöôøi beänh (NB) nöõ, 19 tuoåi maéc soûi maät gaây giaõn OMC 
khu truù daïng nang ñöôïc phaãu thuaät noäi soi thaønh coâng.

Töø khoùa: 
Giaõn ñöôøng maät khu truù, soûi maät, 
nang oáng maät chuû, phaãu thuaät noäi 
soi.
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Ñaët vaán ñeà

Giaõn oáng maät chuû (OMC) ñöôïc ñònh nghóa laø 
ñöôøng kính OMC > 7 mm (vôùi NB chöa caét tuùi maät) 
[1]. Caùc trieäu chöùng cuûa NB coù theå gaëp bao goàm dau 
buïng, vaøng da, meät moûi, chaùn aên. Ngoaøi ra, coù moät 
tæ leä nhoû tröôøng hôïp ñöôïc phaùt hieän tình côø vaø NB 
khoâng coù trieäu chöùng. Vôùi caùc tröôøng hôïp naøy, caàn 
söû duïng caùc bieän phaùp ñaùnh giaù chuyeân saâu hôn nhö 
coäng höôûng töø coù döïng hình ñöôøng maät, sieâu aâm noäi 
soi ñeå ñaùnh giaù [2]. Nguyeân nhaân chuû yeáu laø soûi maät 
vaø vieâm tuïy maïn; beänh lyù aùc tính nhö u ñaàu tuïy, u 
Vater hay u phaàn thaáp OMC… chieám khoaûng 12% 
[3], [5]. Nguyeân nhaân baåm sinh hay gaëp nhaát laø nang 
oáng maät chuû (chieám khoaûng 0,4% tröôøng hôïp giaõn 
OMC), chuû yeáu ghi nhaän ôû caùc nöôùc chaâu AÙ vaø ñöôïc 
phaùt hieän tröôùc vaø sau sinh [6].

Giaõn ñöôøng maät khu truù hieám gaëp, tæ leä coù keøm 

theo soûi maät laø 30% [7]. Hai nguyeân nhaân chính ñöôïc 
xaùc ñònh laø do soûi maät gaây giaõn khu truù ñöôøng maät 
hoaëc nguyeân nhaân baåm sinh nhö nang oáng maät chuû 
keøm bieán chöùng soûi maät vôùi caùc tính chaát ñaïi theå, vi 
theå vaø toån thöông keøm theo khaùc nhau. Ñieàu trò beänh 
lyù soûi maät bao goàm laáy toaøn boä soûi trong ñöôøng maät, 
loaïi boû toaøn boä nguyeân nhaân cô hoïc gaây taéc ngheõn. 
Trong khi vôùi nang oáng maät chuû, caàn caét toaøn boä ñoaïn 
oáng maät chuû chöùa nang vaø noái maät ruoät. Vieäc chaån 
ñoaùn phaân bieät giöõa hai beänh lyù treân laø raát quan troïng 
ñeå ñöa ra phöông phaùp ñieàu trò toái öu cho NB, haïn cheá 
vieäc ñieàu trò quaù möùc hoaëc ñieàu trò khoâng trieät ñeå, aûnh 
höôûng ñeán chaát löôïng cuoäc soáng vaø tieân löôïng soáng 
cuûa NB. Chuùng toâi xin baùo caùo 1 tröôøng hôïp NB nöõ, 
19 tuoåi, chaån ñoaùn sau moå laø oáng maät chuû giaõn thaønh 
nang do soûi maät ñieàu trò thaønh coâng baèng phaãu thuaät 
noäi soi, noäi soi taùn soûi trong moå vaø ñöa ra kinh nghieäm 
ñeå chaån ñoaùn phaân bieät cho beänh lyù naøy.
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Ca laâm saøng
NB Ñaëng T. T., nöõ, 19 tuoåi, tieàn söû soûi maät phaùt 

hieän caùch 1 naêm, vaøo vieän vì lyù do ñau buïng haï söôøn 
phaûi keøm moät côn soát nheï khoâng roõ nhieät ñoä, khoâng 
coù daáu hieäu vaøng da. Khaùm laâm saøng luùc vaøo vieän: 
NB tænh, theå traïng toát, da nieâm maïc bình thöôøng, 
khoâng coù hoäi chöùng nhieãm truøng vaø taéc maät. Keát 
quaû chuïp coäng höôûng töø coù döïng hình ñöôøng maät 
tröôùc moå thaáy hình aûnh giaõn khu truù oáng maät chuû vaø 

oáng gan chung ñöôøng kính 19 mm treân 1 ñoaïn daøi 

75 mm, trong chöùa nhieàu soûi kích thöôùc 57 x 17 mm, 

theo doõi nang oáng maät chuû keøm soûi trong nang, caùc 

cô quan khaùc khoâng phaùt hieän baát thöôøng (hình 1). 

Hình aûnh soi daï daøy khoâng thaáy toån thöông thöïc theå 

ôû nhuù papilla. Xeùt nghieäm tröôùc moå coù bilirubin toaøn 

phaàn/tröïc tieáp laø 12/5, AST/ALT laø 58/160 U/L, caùc 

chæ soá khaùc trong giôùi haïn bình thöôøng.

Hình 1. Hình aûnh phim chuïp MRI döïng hình ñöôøng maät

NB ñöôïc chæ ñònh phaãu thuaät noäi soi thaêm doø ñeå 
xaùc ñònh toån thöông. Trong moå phaùt hieän oáng maät 
chuû ñoaïn 1/3 giöõa döôùi giaõn lôùn thaønh nang ñöôøng 
kính 20 mm, daøy thaønh, toån thöông lan ñeán gaàn vò 
trí ñoå vaøo oáng tuïy. Khi môû oáng maät chuû thaêm doø 
phaùt hieän nhieàu soûi trong loøng nang, soi ñöôøng maät 
trong gan khoâng giaõn, khoâng thaáy aùp xe khu truù, cô 
thaét Oddi bình thöôøng, thoâng xuoáng taù traøng. Kieåm 
tra baèng oáng soi sô boä khoâng thaáy daáu hieäu cuûa baát 
thöôøng keânh chung maät tuïy. NB ñöôïc tieán haønh caét 
tuùi maät, laáy soûi, noäi soi taùn soûi trong loøng ñöôøng maät 
vaø ñaët daãn löu Kehr. Keát quaû chuïp kieåm tra ñöôøng 
maät sau 1 tuaàn ñieàu trò thaáy oáng maät chuû thuoân nhoû, 
löu thoâng maät ruoät toát (hình 2). Keát quaû giaûi phaãu 
beänh cuûa tuùi maät laø vieâm maïn tính, khoâng coù bieán 
ñoåi caùc lôùp cuûa ñöôøng maät. NB ra vieän oån ñònh sau Hình 2. Phim chuïp Kehr sau moå moät tuaàn cuûa NB

1 tuaàn sau phaãu thuaät vaø khoâng coù bieán chöùng ngoaïi 
khoa. Khaùm laïi sau moå 6 thaùng, sieâu aâm thaáy oáng 
maät chuû thuoân nhoû vaø khoâng coøn soûi.



Phaãu thuaät noäi soi ñieàu trò beänh lyù oáng maät chuû giaõn thaønh nang do soûi maät...Nguyeãn Thò Lan vaø coäng söï

Taïp chí Phaãu thuaät noäi soi vaø Noäi soi Vieät Nam (2021) Soá 2 - Taäp 11; 75 - 79 77

Baøn luaän

Giaõn ñöôøng maät khu truù laø moät daáu hieäu töông 
ñoái hieám gaëp, trong ñoù hai nguyeân nhaân chính laø soûi 
maät vaø nang OMC. Nang oáng maät chuû hay chính xaùc 
hôn laø nang ñöôøng maät (choledochal cyst) laø caùc baát 
thöôøng baåm sinh cuûa ñöôøng maät trong vaø ngoaøi gan 
maø chuû yeáu laø do söï giaõn khoâng ñeàu cuûa caây ñöôøng 
maät. Nguyeân nhaân gaây beänh chöa roõ raøng nhöng giaû 
thuyeát ñöôïc nhieàu taùc giaû uûng hoä laø söï baát thöôøng 
keânh chung maät tuïy (Anomalous biliopancreatic 
junction – ABPJ). 

APBJ ñöôïc ñònh nghóa laø choã noái OMC vaø oáng 
tuî chính naèm ngoaøi thaønh taù traøng. Theo Babbitt 
(1969), dò daïng baåm sinh choã noái oáng tuî vaø OMC 
gaây traøo ngöôïc dòch tuî vaøo ñöôøng maät, quaù trình 
naøy taùi dieãn gaây nhieãm truøng ñöôøng maät maõn tính, 
laâu daàn laøm xô hoaù phaàn cuoái OMC, ñoaïn OMC 
treân choã heïp daàn daàn seõ giaõn thaønh nang [8]. Naêm 
1977, Matsumoto ñöa ra 3 tieâu chuaån giaûi phaãu ñeå 

xaùc ñònh caùc dò daïng cuûa oáng chung maät – tuïy, ñoù laø 
1. oáng chung maät – tuïy daøi hôn 15 mm; 2. vò trí choã 
noái ngoaøi thaønh taù traøng vaø 3. goùc hôïp löu treân 300  
[7]. Nang OMC laø moät beänh lí laønh tính, ñöôïc phaân 
loaïi thaønh 5 type theo Todani (hình 3) [9], [10]. Tuy 
nhieân, neáu khoâng ñöôïc phaùt hieän vaø ñieàu trò sôùm 
coù theå gaây ra nhieàu bieán chöùng nguy hieåm nhö soûi 
trong nang, nhieãm truøng, thaäm chí laø ung thö hoùa. 
Phöông phaùp ñieàu trò vôùi NB nang OMC laønh tính 
laø caét boû toaøn boä OMC toån thöông vaø noái maät ruoät. 
Arora (2014) cho raèng gaàn 90% tröôøng hôïp nang 
OMC coù ABPJ keøm theo, soi ñöôøng maät seõ giuùp 
khaúng ñònh chaån ñoaùn [11]. Lee HC theo doõi 100 
tröôøng hôïp nang OMC thì coù 5 tröôøng hôïp phaùt hieän 
soûi maät sau 1-22 naêm, tuy nhieân ñeàu laø nang OMC 
typ IV vaø soûi ôû trong gan [12]. Weng (2020) toång keát 
98 treû em döôùi 18 tuoåi maéc soûi maät thì hôn 20% coù 
nang OMC keøm theo, sau moå tæ leä saïch soûi leân ñeán 
90.9% ôû NB nang OMC type I [13].

Hình 3. Phaân loaïi nang oáng maät chuû theo Todani

Giaõn ñöôøng maät khu truù thöôøng ôû giai ñoaïn sôùm 
cuûa soûi OMC, thöôøng laø soûi daïng vieân, khi tình traïng 
taéc ngheõn chöa nhieàu vaø dòch maät vaãn coù theå löu 
thoâng moät phaàn xuoáng taù traøng. Soûi maät seõ laáp ñaày 
ñoaïn OMC bò giaõn vaø gaây ra caùc trieäu chöùng cuûa taéc 

maät nhö tam chöùng Charcot [14]. Taïi Vieät Nam, chuû 
yeáu laø soûi saéc toá vaø do nguyeân nhaân nhieãm truøng 
gaây ra, gaây nhieãm truøng ñöôøng maät nhieàu laàn vaø 
nguy cô taùi phaùt cao [15]. Giaûi phaãu beänh cuûa caùc 
tröôøng hôïp naøy thöôøng laø vieâm daøy thaønh cuûa ñöôøng 
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maät vaø khoâng coù caùc baát thöôøng baåm sinh nhö keânh 
chung maät tuïy (ABPJ) keøm theo. Caùc BN naøy coù 
tieàn söû soûi maät tröôùc ñaây, coù daáu hieäu taéc maät. Khi 
ñöa oáng soi vaøo vaãn thaáy ñöôïc vuøng Oddi, ñöôøng 
maät vieâm vaø giaõn seõ trôû veà traïng thaùi bình thöôøng 
maø khoâng caàn phaûi caét boû ñöôøng maät ngoaøi gan. 

BN cuûa chuùng toâi coù toån thöông giaõn ñöôøng maät 
khu truù keøm soûi maät trong nang. Ñaây laø toån thöông 
khoù chaån ñoaùn chính xaùc tröôùc moå. Ñöùng tröôùc 
moät tröôøng hôïp oáng maät chuû giaõn khu truù, chuùng 
toâi ñònh höôùng 2 nguyeân nhaân chính laø nang OMC 
coù bieán chöùng soûi maät vaø OMC giaõn thaønh nang do 
soûi maät. Sau phaãu thuaät, chuùng toâi höôùng ñeán toån 
thöông OMC giaõn thaønh nang do soûi vì caùc lyù do 
sau: 1. Nang OMC keøm soûi laø tình traïng hieám gaëp 
hôn nhieàu so vôùi giaõn ñöôøng maät khu truù do soûi maät, 
2. OMC giaõn ñeàu ôû phaàn thaáp, phim chuïp tröôùc moå 
cho thaáy khoâng coù daáu hieäu baát thöôøng keânh chung 
maät tuïy, keát quaû soi daï daøy bình thöôøng; 3. Khi ñöa 
oáng soi ñöôøng maät thaáy Oddi thoâng xuoáng taù traøng; 
4. Beänh phaåm tuùi maät vaø ñaàu oáng coå tuùi maät khoâng 
coù tính chaát giaûi phaãu beänh cuûa nang OMC. Keát quaû 
naøy ñöôïc khaúng ñònh baèng phim chuïp Kehr sau moå 
khi ñöôøng kính OMC veà bình thöôøng sau 1 tuaàn ñieàu 
trò vaø sau 6 thaùng. 

Nhöôïc ñieåm cuûa chuùng toâi laø khoâng laøm amylase 
trong dòch maät vaø sinh thieát töùc thì thaønh ñöôøng maät 
trong moå. Neáu men tuïy trong dòch maät > 8000 UI/L 
coù theå ñònh höôùng chaån ñoaùn nang OMC [16]. Sinh 
thieát coù theå ñöôïc coi laø tieâu chuaån vaøng ñeå khaúng 
ñònh chaån ñoaùn. Ñaëc ñieåm chính trong nang OMC 
laø thaønh nang khoâng coù lôùp cô vaø bieåu moâ hoaëc lôùp 
bieåu moâ raûi raùc, coøn OMC thì coù ñaày ñuû ñaëc ñieåm 
cuûa caáu truùc ñöôøng maät bình thöôøng [17]. Ñaây laø 
thaêm doø quan troïng nhaát vaø neân ñöôïc thöïc hieän 
trong tröôøng hôïp OMC giaõn khu truù keøm theo soûi 
maät trong nang.

Toång keát laïi, chuùng toâi ñeà xuaát caùc phaãu thuaät 
vieân khi gaëp caùc NB coù ñöôøng maät giaõn khu truù caàn 
laøm caùc xeùt nghieäm sau: 1. Noäi soi daï daøy, hoaëc boå 
sung sieâu aâm noäi soi; 2. Chuïp MRI coù döïng hình 
ñöôøng maät; 3. Xeùt nghieäm amylase trong dòch maät 
vaø quan troïng nhaát laø 4. Giaûi phaãu beänh töùc thì 

trong moå ñeå khaúng ñònh chaån ñoaùn vaø coù höôùng 
ñieàu trò phuø hôïp. 

Keát luaän

Giaõn oáng maät chuû khu truù laø moät toån thöông hieám 
gaëp do soûi maät vaø raát deã nhaàm laãn vôùi nang oáng 
maät chuû. MRI döïng hình ñöôøng maät, xeùt nghieäm 
amylase dòch maät vaø sinh thieát töùc thì trong moå laø 
caùc phöông phaùp quan troïng ñeå chaån ñoaùn xaùc ñònh 
giuùp quyeát ñònh phöông phaùp ñieàu trò. 
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