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Recurrent acute pancreatitis caused by pancreatic biliary maljunction due to 
long common channel

Pancreatitis aguda recurrente causada por deficiente unión pancreático-biliar debido a 
un colédoco largo
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ABSTRACT
The pancreatic biliary maljunction is a rare anomaly that affects mainly females, defined as an anatomical maljunction of the 
pancreatic duct and the biliary duct confluence, and may be a rare cause of recurrent acute pancreatitis. In order to early 
diagnosis and prompt treatment, ERCP has an important role in it.
Keywords: Cholangiopancreatography, endoscopic retrograde; Biliary tract diseases; Sphincterotomy, endoscopic (source: 
MeSH NLM).

RESUMEN
La Malformación de la unión biliopancreática es una afección rara y ocurre más en mujeres jóvenes. Es una causa de pancreatitis 
aguda de causa no conocida. CPRE es una herramienta eficiente para el diagnóstico y también para ser de la terapéutica.
Palabras clave: Pancreatocolangiografía retrógrada endoscópica; Enfermedades de las vías biliares; Esfinterotomía endoscópica 
(fuente: DeCS BIREME).

INTRODUCTION

The biliopancreatic confluence has many types of 
formats. Because of that the first step during ERCP is 
a gentle ampulography to make sure that there are 
no malformation of that area. Also biliopancreatic 
confluence changes could be a rare cause of recurrent 
pancreatitis. We present here a case of a female patient 
with acute pancreatitis and during ERCP it was found 
an upper insertion of the pancreatic duct laterally to the 
distal biliary tree.

CLINICAL CASE

A 25-year-old woman was admitted in a medical 
emergency for epigastric pain, nausea and vomiting. 
Laboratory tests revealed high amylase levels, 730 U/ml the 
diagnosis of acute pancreatitis was performed. The patient 
reported previous hospitalizations for acute pancreatitis of 
unknown etiology. No history of other comorbidities and 
any smoking or alcohol abuse was related.

At the etiological investigation of recurrent 
pancreatitis, patient underwent an endoscopic 
ultrasonography which did not show microlithiasis 
in biliary ducts and an endoscopic retrograde 
cholangiopancreatography (ERCP) which showed the 
pancreatic biliary maljunction (PBM) with common 
channel length about 20 mm and biliopancreatic reflux, 
without biliary dilatation (Figure 1A). An endoscopic 

papillotomy was performed for treatment, resulting in a 
decreased biliopancreatic reflux (Figure 1B).

DISCUSSION

The pancreatic biliary maljunction is a rare anomaly 
that affects mainly females, defined as an anatomical 
maljunction of the pancreatic duct and the biliary duct 
into of the duodenal wall, forming a common channel 
(1), whose length typically ranges from 1 mm to 12 mm 
(2), however may present higher length (>15 mm) (3). It 
may be associated or no with biliary dilatation.

In PBM, the contraction of the Oddi’s sphincter 
has no function in biliopancreatic junction, and may 
cause biliopancreatic or pancreatobiliary reflux, which 
makes PBM an important risk factor for pancreatic and 
biliary diseases such as acute or chronic pancreatitis, 
hyperamylasemia, cholangitis and neoplasia. Acute 
pancreatitis occurs in 13% of patients with a long 
common channel and is usually relapsing and mild (4-6). 

The diagnostic criteria for PBM are the radiological 
and anatomical detection of the extramural location 
of the junction of the pancreatic and biliary ducts in 
the duodenal wall. The ERCP is the most appropriate 
test for the diagnosis of PBM, being observed 
union between the ducts despite the contraction 
of the sphincter of Oddi. The magnetic resonance 
cholangiopancreatography, 3D-computed tomography, 
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endoscopic ultrasonography and intraductal 
ultrasonography can help to make the diagnosis (7). 

Treatment of PBM depends on whether it is 
with or without biliary dilatation. The treatment of 
PBM with biliary dilatation is prophylactic biliary 
diversion surgery (8). In PBM without biliary dilatation 
treatment is controversial in the literature (9). 
Prophylactic cholecystectomy is performed in many 
institutions (10).

The ERCP has an important role in order to 
early diagnosis and prompt treatment by means of 
sphincterotomy.
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Figure 1. A: ERCP showing the PBM with maljunction with common channel (arrow head) and biliopancreatic 
reflux (arrow), without biliary dilatation. B: ERCP showing the decreased biliopancreatic reflux after endoscopic 
papillotomy and also a feasible drainage of contrast into the Pancreatic duct.
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