Case Report

Giant Choledochal Cyst in Infant: A Rare Case Report
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The cystic dilatation of the common bile duct (CBD) is a rare pathology in an infant. It is the second-most common surgical cause of cholestatic
jaundice in infants after biliary atresia. A 4-month-old female child was admitted to our department with complaints of abdominal distension.
The physical examination revealed the presence of a huge palpable mass involving the right hypochondrium up to the right iliac fossa and
umbilical region. Ultrasound abdomen revealed a large intra-abdominal cyst but unable to comment on the organ of origin of the cyst due to
its huge size. Multidetector computed tomography of the abdomen was suggestive of possible origin of the cyst from CBD extending from
porta hepatis to pelvis. At laparotomy, there was a huge choledochal cyst extending from porta hepatis to pelvis. The choledochal cyst was

excised, followed by Roux-en-Y hepaticojejunostomy.
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INTRODUCTION

A choledochal cyst is defined as dilatation of the biliary
tree without actual mechanical obstruction.[! Females are
most commonly affected than males with a ratio of 4:1.1
Abdominal pain, jaundice and palpable mass are classic triads
for choledochal cyst, but present in <20% of patients.® About
80% of patients will become symptomatic before 10 years
of age.™ Giant choledochal cysts generally present in the
older age group. We are reporting a giant choledochal cyst in
an infant without cholestatic features which was confirmed
by radiological evaluation with multidetector computed
tomography (MDCT) scan. It was managed by a classical
approach, i.e., excision of cyst, followed by Roux-en-Y
hepaticojejunostomy.

Case RePoRT

A 4-month-old female child presented to our outpatient
department with complaints of abdominal distension for
1 month, excessive crying during defecation and non-bilious
vomiting for 10 days. There was no history of jaundice and
fever. Perinatal history was insignificant. The baby was
immunised as per age. On general examination, the child was
well preserved with a weight of 5.2 kg (birth weight—2.5 kg), no
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pallor and icterus were noted. On per abdominal examination,
the abdomen was grossly distended with a huge palpable mass
of size approximately 15 cm x 12 cm involving the right
hypochondrium up to the right iliac fossa and umbilical region.
The lump was non-tender with smooth surface and cystic in
nature. Finger cannot be insinuated under right costal margin
and dullness over lump was continuous with liver dullness.

Laboratory values were: haemoglobin — 12.3 g/dl, total
bilirubin — 0.69 mg/dl, glutamic-pyruvic transaminase —
233 IU/L, glutamic oxaloacetic transaminase — 233 TU/L
and alkaline phosphatase — 568 IU/L. Ultrasound abdomen
revealed a large intra-abdominal cyst but unable to comment
on the organ of origin of the cyst due to its huge size. To
characterise the lesion and organ of origin, MDCT whole
abdomen was done. MDCT abdomen was suggestive of
dilatation of intrahepatic biliary radicals with a large cyst
measuring 16 cm % 12 cm % 8 cm, with possible origin from
common bile duct extending from the porta hepatis to the
pelvis [Figure 1a and b]. Due to the increasing symptomatology
of'the patient in the form of vomiting and progressive abdomen
distension, an exploratory laparotomy was planned with a
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Figure 1: MDCT abdomen showing giant choledochal cyst of size
16 cm x 12 cm x 8 cm (red arrow) (a) and dilated [HBR (yellow
arrow) (b). IHBR: Intrahepatic biliary radicals, MDCT: Multidetector
computed tomography

provisional diagnosis of choledochal cyst. On exploration,
there was a huge choledochal cyst of size 16 cm x 12 cm
extending from the porta hepatis to the pelvis [Figure 2a and b].
The cyst was decompressed before excision and approximately
1 1 of bile was aspirated. The giant choledochal cyst was
excised followed by Roux-en-Y hepaticojejunostomy. The
baby was well in the initial post-operative period for 2 days.
Thereafter, she developed features of sepsis which were
managed by upgradation of intravenous antibiotics, inotropes
and mechanical ventilation. There was no evidence of a bile
leak. Despite all the conservative management, she could not
be saved and died on the post-operative day 5.

Discussion

Giant choledochal cyst in the infant is very rare and most
of these present in the older age group of children.) Tang
et al. reported a series of 62 children with choledochal cysts
with the largest cyst dimension of 158 mm, but the age of
the child was not mentioned.®’ Okoromah et al. reported a
massive choledochal cyst presenting as an acute abdomen in
a 5-month-old female infant.[”) Yurttutan et al. reported a case
of a choledochal cyst in a 4-month-old female infant with a
maximum cyst diameter of 160 mm."®! In our index case, the
child had neither jaundice nor any other features of cholestasis.
This finding is consistent with the observation that a large
choledochal cyst has low intracystic pressure and produces less
cholestatic effects on the liver.”) This is probably also the reason
for grossly preserved liver functions in our case. The cystic
dilatation of the biliary tract is a rare disease. Its symptoms are
not specific and vary according to age. The diagnosis of such
malformation is based on ultrasound, computed tomography
scan and magnetic resonance cholangiopancreatography. Early
diagnosis and surgical intervention are important to prevent
the development of secondary biliary cirrhosis and malignant
degeneration.

CoNCLUSION

A giant choledochal cyst is a rare entity. The presentation is
with abdominal distension with the absence of features of
cholestasis possibly due to low intracystic pressure. Early

Figure 2: Intraoperative picture of the same patient showing giant
choledochal cyst (yellow arrow) (a) and resected specimen (b)

diagnosis and surgical intervention are important to prevent
the development of secondary biliary cirrhosis and malignant
degeneration.
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