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Extrahepatic biliary atresia (EHBA) represents one
fine example of a pathological condition where timely di-
agnosis and skilled surgical treatment modifies the long-
life prognosis.

The Kasai procedure where the biliary ducts are di-
rectly connected to a loop of intestine (creating a hepato-
enteric anastomosis) allowing drainage of bile into the gut
modifies the risk of chronic cholestasis and severe liver
damage that otherwise leads to cirrhosis and might re-
quire liver transplantation.

The efficacy of the treatment of babies with EHBA is
the end result of early diagnosis and prompt referral to
surgery plus the skill and experience of the surgical team
as well as postoperative care.

Being a delicate surgical procedure, the experience of
the surgeon has a central role in the treatment of these
babies.

In various countries, it was felt that concentrating
these rare cases in a limited number of surgical centers
allowed more experience and better outcome. The per-
centage of children that ultimately needed liver trans-
plantation was a good measure of that policy. Clearly that
type of health policy may face some opposition from in-
dividual surgical centers as every pediatric surgeon wish-
es to gain experience in diverse and skillful procedures.

Different approaches were used to address ways to im-
plement policies to concentrate experiences. In the UK, a
regulation from the Department of Health determined
that only 3 centers are allowed to perform the Kasai pro-
cedure in EHBA and all cases must be referred to one of
these units. This concentration led to considerable im-
provement in results and decrease of transplants needed
in babies with EHBA [1-4].

In France, there was an initiative from the profession-
als that determined that a limited number of centers
would perform the Kasai procedure but the surgeon from
the referring center would be involved in the surgical
treatment. In Portugal, there has been no implemented
strategy and each center is allowed to determine whether
surgery will be performed locally or the baby is referred
to another hospital.
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It would be unwise to link treatment efficacy to the sole
experience of the surgeons. Timely identification of cho-
lestatic infants and initial workup are of paramount im-
portance to refer patients in the right window of oppor-
tunity for correct treatment. Correct diagnosis of EHBA
and exclusion of other conditions requires skilled experi-
enced professionals and diagnostic procedures [5, 6].

In the present issue of this journal, Neto et al. [7] report
a single-center experience with native liver survival that
matches some larger international centers. The authors
deserve appraisal for their results, which is the joint out-
come of diagnostic workup, surgery and follow-up. These
results come from a limited annual number of cases and
are insufficient to disprove other international series or
recommendations. However, they should prompt the
various national centers to pool their results in a national
unified registry that may help to define the best strategy
for the benefit of children affected by the disease. This has
been done in other countries and some lines of action
were proposed [8, 9].

Screening for pale stools is an easy procedure in which
parents may be engaged, if given simple methods. In Bra-
zil, the “yellow alert” screening card is being used for ear-
ly diagnosis of pale stools [10]. The same project is being
replicated in Portugal and hopefully results will be pub-
lished in due course.

Altogether, EHBA is a severe disease where appropri-
ate early diagnosis and intervention are essential for the
long-term prognosis and well-being of babies affected.
Given the seriousness and potential consequences of mis-
handling these babies requires a national strategy that
should emerge from the sensible initiative of professionals
or regulatory authorities. The present report from Neto et
al. [7] may be a good motif for an unbiased sensible evalu-
ation and appropriate decisions in health policies.
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