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Bile Peritonitis due to Choledochal Cyst Perforation in Infants

Jae Hee Jung, M.D., Young Tack Song, M.D.

Department of Surgery, St. Mary's Hospital, The Catholic University of Korea

Seoul, Korea

Choledochal cyst is rare in the western countries, but common in oriental
countries. Complicatioins include ascending cholangitis, recurrent pancreatities,
progressive biliary cirrhosis, portal hypertension, stone formation and later malig-
nant transformation. Bile peritonitis secondary to rupture is one of the rarest
complications, with an incidence of 1.8 % to 18 %. The anomalous arrangement
of the pancreatobiliary ductal system with a long common channel may cause in-
flammation leading to perforation of the cyst. The authors found 4 cases (14.2
%) of bile peritonitis among 28 cases of choledochal cyst treated from Jan. 1983
to Jan. 1998. The patients ages ranged from 6 months to 3 years and three were
female. The perforation sites were located on the common bile duct at its junc-
tion with the cystic duct in 2 cases, the distal cyst wall in 1 case and the left
hepatic duct at its junction with cyst in 1 case. The types of choledochal cysts
by Todani's classification were Type IVa in 3 cases and type I in 1 case. By the
new Komi's classification utilizing operative cholangiogram there were 2 cases of
Type Ia, 1 case of type IIb and 1 case of type IIl. One stage cyst excision and
hepaticojejunostomy(Roux-en Y type) was done in 3 cases, and two staged oper-
ation 1n 1 case. All patients had an uneventful course postoperatively. The
average day of discharge was 9.8th postoperatively. In conclusion, primary exci-
sion of the choledochal cyst and biliary reconstruction is a safe and effective
treatment of ruptured choledochal cyst in infants.
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Table 1. Signs, Symptoms, and Laboratory Findings
Case 1 Case 2 Case 3 Case 4
Age/Sex 18 m/M 15 m/F 3 yr/F 6 m/F
' S Abd. pain, Abd. pain, Abd.pain, Abd. distension,
yupion. bd. distensi iti bd. distensi omitin
& signs abd. distension vomiting abd. distension, \ g
vomiting, mass
Duration 5 days 7 days 7 days 3 days
Body Temp.(C) 37.2 38.8 36.6 37.8
WBC(/mm?) 6,500 22,600 10,500 12,200
Serum
bilirubin (mg/dL) e L ) 0
AST(IU/L) 107 56 55 38
ALT(U/L) 87 71 17 22
Serum
amylase(U/L) 227 116 86 80
Bile 2000 1 548 533 not checked
amylase(U/L)
gom el 4Foz FAYA YU FF o] Y% ATe] 2T AL AolN Y 2
To] FAZ 2cm=Z Y Qo FEHy T A7E A2 IREHO =2FE AR A4HG
o] whls Holda Hzg o] ¢Joari(ady 3). A FFEAA Y 1 3 TS Al
T Al 3 ZFYA] Todani &7 [Vad, = & 109 & F glo] EY3AtH(E 2)
Komi &7 [I[39] HEgH AZF9 HAHEA +x = 2 3
o] 3 HUTH o] EFA FEIHH F|He AA =

07-JUL-1988
10:54
21-JAN-1998

Fig. 1. MR cholangiography of case 1, showing
saccular dilatation of the intrahepatic ducts and
fusiform dilatation of common bile duct. Abnormal
pancreatico-biliary junction (arrow) with long com-
mon channel i1s noticed.

Fig. 2. Operative findings of the case 1; a perfo-
ration site was disclosed at the distal part of the
cystic dilatation after removing the bile stained
fibrinoid plugs.
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Table 2. Operative Findings
Case 1 Case 2 Case 3 Case 4 B
Borforation Eite Distal cyst wall Cystic duct Lt. hepatic duct  Cystic duct junction
junction junction (post. wall)

Todani classification [V-a IV-a IV-a I

Operative
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findings " ——— | p | p

[ I

New Komi IIb I11 Ia Ia

classification
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Fig. 3. Abdominal CT of the case 4, showing dila-
tation of the common bile duct and profuse
amount of ascites.
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