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ABSTRACT

m BJECTIVES: To evaluate clinical presentation, morphology, associated hepatobiliary problems and results
of surgical excision of choledochal cyst. PATIENTS AND METHODS: Eight patients underwent surgery for
choledochal cysts between Nov 2000 to Nov 2001 in Bangabandhu Sheikh Mujib Medical University Hospital,
Shahbag, Dhaka Bangladesh. The diagnosis of choledochal cyst was based on clinical presentation, USG, radiological
and operative findings. RESULTS: Total of 8 patients with choledochal cyst were identified. 7 patients were female
and 1 was male. Age range was between 12 to 55 years. Presenting symptoms were episodic abdominal pain in 8
(100%), intermittent jaundice in 4 (50%), jaundice and fever in 3 (37.5%) and abdominal lump in 2 (37.5%) patients.
LFT and USG were the initial diagnostic procedures in all patients, followed by ERCP in 4 (50%) and CT in 5 (62%)
cases, MRCP in 1 (12.5%) case. Based on USG and Radiological imaging, cysts were classified according to
Rodani’s classification. Out of eight, 7 (87.5%) were type I and 1 (12.5%) was type IVA. 5 (62.5%) patient had
surgical excision and Roux-en-y hepatico-jejunostomy, 1 (12.5%) had cysto-duodenostomy, 1 (12.5%) per-cutaneous
drainage of cyst and one patient (12.5%) with type IVA under went excision of extra hepatic cyst and
hepaticojejunostomy and one patient died before definitive operation due to liver failure. CONCLUSIONS:
Choledochal cyst is uncommon cause of bile duct obstruction. Type I is the commonest presentation and recognized
treatment is the total excision of cysts with Roux-en-y hepatico-jejunostomy.

INTRODUCTION understanding of them is incomplete. About 80% are
diagnosed during child hood, and the remainder became
Cysts of the biliary duct system are uncommon, and the apparent in adult hood'. There have been several
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descriptions and classifications based upon the location
and anatomy of the choledochal cyst. Among most
useful is Todani’s modification of the classification
proposed** (Table II).

Choledochal cyst are unusual cause of biliary
obstruction with up to 85% of reported case being the
type I variety, that is fusiform dilatation of the common
bile duct. Choledochal cysts are more common in
females than males (4:1)*. The usual presentation is that
of episodic abdominal pain, often recurrent over months
or years, generally associated with only minimal
jaundice that may escape detection. If the condition
persist unrecognized, sequella including cholangitis,
cirrhosis and portal hypertension are almost inevitable®.

This is a small but well-studied series addressing the
unusual cause of biliary obstruction. This study is
presenting our recent experience with seven cases of
choledochal cysts. Aims of the study were to evaluate
clinical presentation, morphology, associated
hepatobiliary problems and results of surgical excisions.

PATIENTS & METHODS

Eight patients underwent surgery for choledochal cyst
between Nov 2000 to Nov 2001 in Bangabandhu Sheikh
Mujib Medical University Hospital, Shahbag, Dhaka
Bangladesh. The diagnosis of choledochal cyst was
based on clinical symptoms, characteristics of USG,
Radiological and operative findings. Cysts were
grouped according to Todani’s modification of the
Alonso-Lej classification(table I1I).

RESULTS

A total of 8 patients with choledochal cyst were
identified. 7 (87.5%) patient were female and 1 (12.5%)
was male. Age range was between 12 to 55 years.
Presenting symptoms were episodic abdominal pain in
8 (100%), intermittent, Jaundice in 4 (50%), episodic
abdominal pain, jaundice and fever in 3 (37.50) and
abdominal lump in 3 (37.5%) patients (table I).

CHOLEDOCHAL CYS

Patient Name = Maleka
Hosp. Reg No. = YC 0094286
Imaging Film = Selected CT scans of the

abdomen showing a
choledochal cyst with a CBD
stone within the cyst.

Table-I. Clinical features (n=8)

No of patients  %age
Age (13-55 years) - -
Male 1 12.5%
Female 7 87.5%
Symptoms & Signs
Episodic abdominal pain 8 100%
Intermittent jaundice 4 50%
Abdominal lump 3 37.5%
Intermittent abdominal pain, 3 37.5%

jaundice & fever

LFT and USG were the initial diagnostic procedures in
all patients, followed by ERCP in 4 (50%) & CT in 5
(62.5%) cases & MRCP in 1 (12.5%) case. Based on
USG and Radiological imaging, cysts were classified
according to Todani’s classification (table III)
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Patient Name = Maleka
Hosp. Reg No = YC 0094286
Imaging Film = Selected MRCP images

showing the choledochal cyst
with a CBD stone within the
cyst. The proximal limit of the
cyst appears to be at the level
of the bifurcation of the
hepatic ducts, with secondary
dilatation of the right and left
hepatic ducts.

Table-11. Todani’s classification

Types Classification

Type I Fusiform dilatation of extrahepatic bile duct

Type II Single secular dilatation or diverticulum of
extrahepatic bile duct

Type III Dilatation of intraduodenal portion of bile
duct

Type IVa Combined intra and extra-hepatic dilatation
of bile duct

Type IVb Multiple dilatations of the extra-hepatic bile
duct

Type V Isolated or defuse intra-hepatic biliary

Out of eight, 7(87.5%) were type [ and 1 (12.5%) was
type IVA. 5(62.5%) patients underwent surgical
excision and Roux-en-Y hepatico-jejunostomy, 1
(12.5%) patient cystoduodenostomy, 1(12.5%) patient
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with type IVA underwent excision of extraheptic cyst
and hepatico-jejunostomy and 1(12.5%) per-cutaneous
drainage of cyst (table IV).

Antwa Choledochal Cyst

One patient who had per-cutaneous drainage of cyst
died before definitive operation due to liver failure(table
V).

Histopathology of cyst wall was done in 7 cases. None
of these cases revealed malignant change.




ERCF finding of Choledochal Cyst

Table -III. Type of cysts (n=8)

Type No of patients ~ %age

Type I 7 87.5%

Type II - -

Type III - -

Type IVa 1 12.5%

Type IVb - -

Type V - -

Table-1V. Surgical procedures (n=8)

No of %age
patients
Excision of cyst and Roux-en-Y 5 62.5%
hepatico-jejunostomy
Excision of cyst and 1 12.5%
hepaticoduodenostomy
Cystoduodenostomy 1 12.5%
Per-cutaneous drainage of cyst 1 12.5%

Table-V. Morbidity and mortality (n=8)

No of patients  %age

Death 1 12.5%

CHOLEDOCHAL CYS

Biliary leakage 2 25%

Intra-abdominal bleeding 1 12..5%

Minor wound infection 1 12.5%
DISCUSSION

Choledochal cysts, originally recognized by Douglas in
1852 is rare anomaly of the biliary tree, characterized by
abnormal dilatation of part of the extra-hepatic and or
intra-hepatic biliary tree®. Incidence is in the order of
1:100,000-150,000 live births, three to four times more
frequently in females’.Although the majority of these
patients present in infancy and childhood, about 20-30
percent of patients are diagnosed in adult'. The
actiology of choledochal cysts is controversial; One
tenable accepted explanation is that proposed by Babbitt
in 1969°. He incriminated an abnormal pancreatic
biliary duct junction with the formation of a “common
channel” into which pancreatic enzyme secretion are
discharged with resultant weakening of the bile duct
wall by gradual enzymatic destruction leading to
dilatation, inflammation, and finally cysts
formation®.Seven patients in this series are female and
1 male with age range from 12 to 55 years. Symptoms
of choledochal cysts are characteristically intermittent
but progressive. Both children and adults present with
abdominal pain and jaundice. In present series patient
presented with episodic abdominal pain in 8 (100%)
cases, intermittent jaundice in 4 (50%) cases and
abdominal lump in 3 cases. The classical triad of
abdominal pain, jaundice and fever was seen in 3
(37.5%) cases. Kabra V et al reported fever patients
presenting with the classical triad’. Similar study by Tan
and Howward'’ reported that classical triad presentation
as in 24% of their patients. Present study showed that
type I is common lesion (87.5%). Scudamore CH &
Hemming AW''. reported similar findings and
suggesting upto 85% of reported cases being of type |
variety, that is fusiform dilatation of the common bile
duct in their study.

This anomaly may be associated with anomalies f the
pancreatic duct suggesting that choledochal cysts in this
group represent an anomaly of entire pancreaticobiliary
system rather than just the biliary tract'.

Hepatobiliary problems such as cystolithiasis,
cholelithiasis, secondary biliary cirrhosis and cholangio-
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carcinoma are seen mainly in adults'>"*.

One patient in our series presented with secondary
biliary cirrhosis which lead to liver failure and
subsequently patient died before definitive surgical
management and another patient had cholelithiasis and
cystolithiasis.

In previous decades, it was thought that internal
drainage of choledochal cysts was adequate. It became
evident however that after internal drainage, late
morbidity of 30% to 50% resulted with complications
such as cholangitis, secondary biliary cirrhosis and
development of cholangiocarcinoma'’. The treatment of
choice is now surgical excision and biliary
reconstruction with several exceptions'®'”'’. In our
series with type I cysts, five patients underwent total
cyst excision with Roux-en-Y hepatico-jejunostomy and
one patient underwent cystoduodenostomy. One patient
with type [IVA cyst under went complete excision of the
extra hepatic portion of the cysts with hepatico-
jejunostomy. In another we could not do any definitive
surgery because patient was very toxic due to severe
cholangitis, secondary liver failure and huge abdominal
distension. Only percutanecous drainage was
performed. Thambi et al (1991)" reported five cases
with types IVA who underwent extra hepatic cysts
excision and Roux-en-Y hepatico-jejunostomy. They
reported that the intra hepatic dilatation regressed after
excision of extra hepatic cyst just below the hilum of
the liver. Out of eight, one patient died before operation
and 2 patients developed biliary leakage which was
treated conservatively (table V). One patient had
postoperative internal bleeding and abdomen was re-
explored.

CONCLUSIONS

Choledochal cysts are unusual cause of biliary duct
obstruction. Both intra hepatic and extra hepatic biliary
duct systems are affected. But type I, that is fusiform
dilatation of extra hepatic duct is the commonest lesion.
Females are affected more that male. Recognized
treatment is the total excision of cysts with Roux-en-Y -
hepatico-jejunostomy.
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