
Archives of the Balkan Medical Union vol. 51, no. 3, pp. 442-444
Copyright © 2016 CELSIUS September 2016

CASE REPORT

ISSUES OF DIAGNOSIS AND TREATMENT IN A PATIENT
WITH CHOLEDOCHAL CYST

D.N. PÃDURARU1,2, D. ION1,2, ALEXANDRA BOLOCAN1,2, M. COÅOFANÃ1, FLORENTINA MUÆAT2, 
O. ANDRONIC2

1III’rd Department of General Surgery, University Emergency Hospital Bucharest, Romania
2”Carol Davila” University of  Medicine and Pharmacy, Bucharest, Romania
3Department of Anaesthesiology, University Emergency Hospital Bucharest, Romania

SUMMARY

The management of a challenging and sometimes unexpected
diagnosis such as choledochal cysts requires the cooperation
between a surgeon, a gastroenterologist and a radiologist. We 
discuss the case of a 72-year-old male with a medical history of
cholelitiasis, third degree hypertension, glaucoma and type 2 
diabetes treated (managed) with oral antidiabetic medication, 
presented with painless jaundice, nausea and vomiting, accompa-
nied by loss of appetite and weight (10 kg). Laboratory findings
showed a slight increase in transaminases level (TGP=81 UI/L,
TGO=62 UI/L) and elevated levels of bilirubin (TBIL=2,34
mg/dl, DBIL=2 mg/dl). A CT scan indicated a distended gall-
bladder with thin walls and infundibular gallstones. There was
also a dilation of the common bile duct of 2,8 cm in the hilum
and 1,6 cm in the segment situated posterior to the pancreas 
with progressive decrease in caliber towards the distal portion,
suggesting a choledochal cyst The patient underwent an ERCP,
during which a large biliary sphincterectomy was performed. 
Taking into account the special conjuncture and the statistics
reported in literature, a simple cholecystectomy without the
removal of the cyst was chosen. Given the fact that the cyst was
not removed, the patient should be further monitored, as there is
a chance of developing a malignancy. 

RÉSUMÉ

Résultats de diagnostic et de traitement chez un patient avec
un kyste du cholédoque

La gestion d'un diagnostic difficile et parfois inattendu comme le
kyste du cholédoque nécessite la coopération entre un chirurgien,
un gastroentérologue et un radiologue. On discute le cas d'un
homme de 72 ans avec une histoire médicale de lithiase du 
cholédoque, d'hypertension au troisième degré, de glaucome et de
diabète de type 2 traité (géré) par des antidiabétiques oraux, qui
s’est présenté avec un ictère indolore, des nausées et des 
vomissements, accompagnés par une perte de l'appétit et de poids
(10 kg). Les résultats de laboratoire ont montré une légère 
augmentation du niveau des transaminases (TGP=81 UI/L,
TGO=62 UI/L) et des niveaux élevés de bilirubine (BILT= 2,34
mg/dl, BILD=2 mg/dl). Le CT scanner a indiqué une vésicule 
biliaire distendue aux parois minces et des calculus infundibu-
laires. Il y avait aussi une dilatation du canal cholédoque commun
de 2,8 cm dans le hile et 1,6 cm dans le segment situé postérieure-
ment du pancréas avec une diminution progressive de calibre vers
la partie distale, suggérant un kyste du cholédoque. Le patient a
subi un ERCP, au cours de laquelle une sphinctérotomie biliaire
large a été réalisée. Prenant compte de la situation particulière et
des données statistiques rapportées dans la littérature, on a choisi
une cholécystectomie simple sans la suppression du kyste. Parce
que le kyste n'a pas été enlevé, le patient doit être surveillé encore,
car il y a le risque de développer une tumeur maligne.
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INTRODUCTION

TT
he management of a challenging and sometimes
unexpected diagnosis such as choledochal cysts
requires the cooperation between a surgeon, a

gastroenterologist and a radiologist. 
Studies show that this type of pathology has a higher

prevalence in women compared to men (3-4:1) and is 
commonly described in southeast Asian countries (with an
incidence of 1:1000 compared with 1:100 000-150 000 
in Western countries) [1,2]. Moreover, the diagnosis is 
frequently established during the first decade of life, by the
pediatric surgeons [1]. 

The aim of this article is to present a case of choledochal
cyst in an unusual context, incidentally diagnosed in a 
72-year-old, Caucasian male, with no history of cancer or
other cyst related symptoms. 

CASE REPORT

A 72-year-old male with a medical history of cholelitia-
sis, third degree hypertension, aortic atheromatosis, mild
degenerative aortic stenosis, glaucoma and type 2 diabetes
treated with oral antidiabetic medication, presented with
painless jaundice, nausea and vomiting, accompanied by
loss of appetite and weight (10 kg). This symptomatology had
been manifesting for 14 days. Physical examination of the
abdomen revealed an enlarged liver exceeding the costal
margin by 4 cm. 

Laboratory findings showed anemia (HGB= 10,4 g/dl),
PT= 14,3 sec, INR=1,20, hyperglycemia (198 mg/dl), a
slight increase in transaminases level (TGP=81 UI/L,
TGO=62 UI/L) and elevated levels of bilirubin (TBIL=
2,34 mg/dl, DBIL=2 mg/dl). The next step toward making
a diagnosis was a CT scan, which indicated a distended
gallbladder with thin walls and infundibular gallstones.
There was also a dilation of the common bile duct of 2,8
cm in the hilum and 1,6 cm in the segment situated poste-
rior to the pancreas with progressive decrease in caliber
towards the distal portion. An endoscopic ultrasound
revealed a 20 mm dilatation of the middle portion of 
the common bile duct and gallstones without acoustic
shadowing on the last 2 cm of the duct. 

The patient underwent an ERCP, during which it was
possible to visualize a 25 mm dilation of the common bile
duct from about 15-25 mm above the major duodenal
papilla to the bifurcation, suggesting a choledochal cyst.
The intrahepatic bile ducts were normal and No abnormal
pancreatobiliary junction was detected on ERCP. A large
biliary sphincterectomy was performed, unaccompanied
by no complications. 

After the procedure, the patient showed a good 
evolution and the bilirubin levels decreased. In light of
these investigations, surgical approach was imposed. A
routine laparoscopic cholecystectomy was performed,
without addressing the dilation found on the common bile
duct. 

DISCUSSIONS

The cystic dilatation may affect the extrahepatic bile
ducts, the intrahepatic bile ducts or both. Todani 
proposed a classification  based on  the cyst’s location.
Thus Type I, the most commonly met form, consists in a
saccular (type I a) or fusiform (type I b) dilatation of a 
portion or of the entire common bile duct, with normal
intrahepatic duct. Type II involves an isolated diverticu-
lum protruding from the common bile duct. Type III (also
known as choledochocele) represents the dilatation of the
hepatopancreatic ampulla. Type IV involves multiple
dilatations either of the intrahepatic and extrahepatic 
biliary tree (type IV a) or only of the extrahepatic bile
ducts (type IV b). Finally, type V (also known as Caroli’s
disease) is characterized by multiple dilatations across the
intrahepatic biliary ducts without extrahepatic duct 
disease [3]. In the presented case, a type Ib choledochal
cyst was identified.

Even though there are several theories which aim to
explain the cause of the cystic dilatation, the etiology of this
disease is still unclear. Some studies indicate a purely 
congenital nature [4] while one other popular theory 
suggests that an abnormal pancreaticobiliary duct junction
may be the cause of cystic dilatation [5]. In this situation the
pancreatic duct and the common bile duct meet outside the
ampulla of Vater, thus forming a long common channel. As
a consequence, the pancreatic enzymes will mix with the
biliary secretions and will be activated, leading to weaken-
ing of the biliary duct wall and inflammation [5]. 

Choledochal cyst is a rare pathology and as a 
consequence it is frequently discovered incidentally [6].
Still, there are cases when the presence of the cyst is
accompanied by an unspecific range of symptoms like
abdominal pain, jaundice and palpable abdominal mass
[6]. When those symptoms manifest, the process of 
diagnosis relies greatly on imaging investigations. 

Ultrasonography can reveal a cystic mass, separated from
the gallbladder, located in the right upper quadrant. The 
differential diagnosis excluding other pathologies such as
ecchinococcal cysts or biliary cystadenomas, is based on the
evidence of continuity of the cyst with the biliary tree [7].
Ultrasonography proved to be a sensitive, inexpensive and
noninvasive method used for diagnosis and follow-up 
surveillance. On the other hand, the quality of the resulting
image depends on the body habitus, bowel gas and overlying
structures [8]. Our patient underwent an endoscopic ultra-
sonography, which allowed good visualization of the intra-
pancreatic portion of the common bile duct, without any of
the aforementioned inconveniences. 

The continuity of the cyst with the biliary tree can be
established by the use of computed tomography scans
which also has the important advantage of identifying the
presence of associated malignancy [8].

Endoscopic retrograde cholangiopancreatography
(ERCP) played an important role  in diagnostic procedure
and treatment, in the presented case. The procedure was
performed without any complications given the fact that
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there were no signs of recurrent inflammation and scaring
which could have caused partial or complete obstruction
at any point of the biliary tree, with no resultant biliary
imaging. The ERCP revealed a normal pancreaticobiliary
duct junction and gallstones at the level of the cystic
dilatation. Although it is an invasive procedure which can
possibly lead to complications like cholangitis and 
pancreatitis, in our case it allowed gallstones and bile
evacuation, and at the same time enlarged the hepato-
pancreatic sphincter, thus preventing future bile stasis.

Other commonly used techniques worth mentioning
are magnetic resonance cholangiopancreatography
(MRCP) and technetium-99 HIDA scan [7].

The recommended management of the choledochal cyst
is complete excision and hepaticoenterostomy which can be
either a hepaticoduodenostomy or a Roux-en-Y hepatico-
jejunostomy (RYHJ). Hepaticoduodenostomy can be 
associated with a higher risk when compared to RYHJ. This
type of surgical approach can involve complications such as
pancreatic leakage with injury to the pancreatic duct, anas-
tomotic leakage, bowel obstruction due to intussusception
and volvulus due to manipulation or adhesions. Possible
future complications include peptic ulcer disease, cholangi-
tis, biliary calculi, pancreatitis, liver failure and cancer.

In the matter of treating the symptomatic or asympto-
matic choledochal cyst, there are some variations of 
hepaticoenterostomy. One approach makes use of the
appendix with its vascular pedicle in order to construct a
conduit between the hepatic stump and the intestine [10].
Another innovative alternative commonly preferred in
China is assembling a jejunal conduit between the hepatic
stump and the duodenum, with an antireflux spur valve that
prevents reflux at the jejunoduodenal anastomosis [11]. Both
have advantages and disadvantages, but as yet, it has not
been demonstrated any significant overall improvement
when compared with the gold standard practice.   

Taking into consideration that in our case, the cyst
had not caused any problems and also in this situation it
was not the source of the symptomatology, a cholecystec-
tomy was considered to be suitable. Up to the moment of
our investigations there was no sign of cancer and the
ERCP reduced the risk factors associated with future
malignancy. In this context, it was considered to be
unnecessary to assume the risks involved in the procedure
of cyst removal. Furthermore, there is an increased chance
that surgical complications such as fibrosis and inflamma-
tion occur at older age which can lead to poor healing,
leakage and anastomotic stricture. This is one reason why
when cysts are found at younger age the recommended
practice is surgical removal [9].

It has been showed that there is an increased risk of 
cancer associated with the presence of choledochal cysts

(10%-15%). The risk is particularly higher at old age (the
risk increases by 75% in 70-80 year-old patients) and when
type I is involved (68% of all cyst associated cancers). Types
of cancers related to choledochal cyst cases include 
adenocarcinoma (73%-84%), anaplastic carcinoma, undiffer-
entiated cancer, squamous cell carcinoma and often involve
the cyst itself or the gallbladder [4]. Despite the statistics, our
patient did not present any evidence malignant modifica-
tions. Some authors postulate that cancer can occur because
of the irritation and inflammation caused by bile stasis 
within the dilated cyst. In our case, the patient underwent an
ERCP resulting in a dilatation of the hepatopancreatic
sphincter, thus decreasing the risk of bile stasis, gallstone
obstructions and possible postobstructive gram-negative
infections associated with carcinogenic bile metabolites. 

CONCLUSIONS

As this case proves, choledochal cysts can be found 
incidentally, even in elderly patients, and can even be
asymptomatic throughout the most part of life. Taking into
account the special conjuncture and the statistics reported
in literature, a simple cholecystectomy without the removal
of the cyst was chosen. Given the fact that the cyst was not
removed, the patient should be further monitored, as there
is a chance of developing a malignancy.    
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