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OzeT: Karacger kist hidatigi komplikasyonlarinin
tedavisinde endoskopik metodlar

Ocak 1990 - Subat 1994 tarihleri arasinda ERCP yapt-
lan 62 hastada (28 kadin, 34 erkek) karaciger kist hida-
tigine bagh bilier komplikasyon tespit edildi. Bu hasta-
lardan 52’si  klinigimize basvurmadan odnce opere
edilmiglerdi. ERCP bulgulart su sekildeydi: Bilier
Striktiir 22, safra yollart ile istirakli kavite 20, fistiil
18, safra yollarinda kiz vezikiiller 6, kavite i¢inde vezi-
kiiller 2. Elli hasta endoskopik olarak tedavi edildi. En-
doskopik olarak wygulanan tedavi yontemleri soyleydi:
naso-biliyer drenaj 28, endoskopik sfinkterotomi 8,
balon dilatasyon 1, stent 11, balon ekstraksiyon 5. Kis-
tik kavite NBD tedavisi ile ortalama 17 = 5 giin sonra
kayboldu. Stent yerlestirilen hastalar ortalama 30 = 7
ay takip edildiler ve hepsi de asemtomatiktirler. Kavite-
li 1 hastada ve safra yollarinda kistik kavite bulunan 1
hastada endoskopik tedavi yeterli olmadi. Endoskopik
tedavi hastalarin %92’sinde basarili oldu. Karaciger
kist hidatik hastaligina baglh komplikasyonlarin teda-
visinde endoskopik tedavinin etkin bir yontem oldugu
kanisina varid.

Anahtar kelimeler: Kist hidatik, karaciger, komplikasyon,
endoskopi

THE liver is the most common site of hydatid
disease infestation and occurs in 50 - 70 % of all
infected patients (1,2). Acute obstructive jaundice
can occur in 5-25% of cases due to rupture of a
liver cyst into the biliary tree (3-5). Surgical re-
moval of cyst and closure of cavity by omentoplas-
ty is the preferred therapy of uncomplicated he-
patic hydatid disease (HHD), but this carries a
high morbidity (6,7). Complications of HHD sur-
gery are fistula (4-7%), bilioma, abscess, cholangi-
tis (11%), and stricture formation (1,6-8). In some
instances spontaneous infection of cyst and fistula
developing may become. Surgical treatment of
postoperative complications is difficult and car-
ries high mortality and morbidity (1). We report
here our experience about the endoscopic treat-
ment of the HHD complications.

METHOD
From 1990 to 1994 50 patients with HHD compli-
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SUMMARY

From 1/90 to 2/95 we have observed 62 patients (28 fe-
male, 34 male) with complications of hepatic hydatid
disease on ERCP. Fifty-two patients had been operated
elsewhere. ERCP findings were as follows: Biliary stric-
ture 23, cystic cavity communicating with biliary tree
20, fistula 18, cystic vesicles in biliary tree 6, cystic cav-
ity within vesicles 2. Fifty patients were treated endo-
scopically. Endoscopic treatment modalities were as fol-
lows: naso-biliary drainage 28, endoscopic sphinc-
terotomy 5, balloon dilatation 1, stenting 11, balloon
extraction 5. Cystic cavity disappeared after the treat-
ment with naso-biliary drainage for 17 = 5 days in pa-
tients with cystic cavities. Patients treated with endo-
scopic stenting were followed 30 + 7 months and they
are asymptomatic. Endoscopic treatment failed in 2 pa-
tients with cystic cavities, in one patient with fistula
and in one patient with cystic vesicles in biliary tree.
Endoscopic treatment success rate is 92%. It is conclud-
ed that endoscopic treatment of hepatic hydatid disease
complications is a successful modality.
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endoscopy

cations that have been diagnosed at ERCP Unit of
Yiiksek Thtisas Hospital were treated endoscopi-
cally. ERCP were performed with Olympus JF
1T20 side viewing endoscope. Endoscopic sphinc-
terotomy (ES) and balloon extraction of vesicles
were performed in patients with daughter vesi-
cles in biliary tree. If there was a fistula or a cys-
tic cavity communicating with biliary tree, ES
and naso-biliary drain (NBD) placement was per-
formed. ES and stenting with or without balloon
dilatation were performed in patients with biliary
stricture. Ten french plastic straight stents were
used. Patients having fistula or cavity were hospi-
talized until closure of the fistula or disappearance
of the cavity was detected radiologically and than
catheter was removed. Patients that have been
placed stent were followed-up three monthly.

RESULTS

Sixty-two patients (28 female, 34 male) have diag-
nosed as having HHD complication. Mean age
was 31.23 £ 11 years. Four of these had HHD due
to echinococcus alveolaris. Fifty-two (84%) pa-
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tients had been operated elsewhere before admis-
sion. ERC findings are shown in Table 1.

Fifty patients (80%) treated by means of endo-
scopically. Endoscopic treatment modalities are
shown in Table 2.

Balloon extraction following ES was performed 5
out of 6 patients with daughter vesicles in biliary
tree (Figure 1). Extraction was successful in four
cases, in 1 case the removal of vesicles were not
satisfactory because of the proximal location of
vesicles, so he was operated.

There were 18 patients with fistula. ES and NBD
placement were performed in all 18 patients. Fis-
tulas were closed in all but one after the mean pe-
riod of 14 + 7.2 days. The cause of the failure in
that case was abscess formation on the third day
of the NBD drainage.

Cystic cavities communicating with biliary tree
were detected in 20 patients (Figure 2). NBD
placed in 15 and ES were performed in 5 cases.
Cystic cavities were disappeared radiologically af-
ter the 17 + 5 days in 18 of 20 patients. NBD
treatment were unsuccessful in 2 patients and
these were reoperated.

Table 1. ERC Findings and Frequencies
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Figure 1. A. ERC
demonstrates cystic vesicles in
the biliary tree (arrows).

B. Nasobiliary drain
cholangiogram is seen after the
removal of vesicles in CHD and
CBD. Cavity is visible in this
picture (Arrow).

In four patients HHD healed without any surgical
intervention. In 2 patients percutaneous drainage
had been performed before the admission because
of suspicion of liver abscess and when the bilious
and purulent material had been aspirated they
referred to our hospital for ERCP. Cystic cavity
communicating with biliary tree and vesicles in
biliary tree were detected at ERC in these 2 pa-
tients. ES, removal of cystic material and NBD
placement were performed. Cavities disappeared
in 13 and 45 days. Other two cases were referred
to us with suspicion of biliary stone although
there were cystic appearance in the liver on ultra-
sonography. We detected cystic vesicles in biliary
tree and cystic cavitiy communicating with biliary
tree at ERC. Endoscopic removal of cystic materi-
al in two and naso-biliary drainage of cavities in
one were performed. One of them were followed-
up 11 months and his cavity disappeared on ul-
trasonography. In the other case ERC performed
just before 2 months and he is following-up.

There were biliary stricture in 23 cases. Twelve of
23 were treated endoscopically. Balloon dilatation
in one, balloon dilatation and stenting in five,
stenting in five (Fig 3), percutaneous and endo-

Table 2. Endoscopic Treatment Modalities and Frequencies

ERC finding Friquency
Biliary Stricture 22
Cavity communicating with biliary tree 20
Fistula 18

Bilio-bronchial 5
Bilio-cutaneous 1
Bilio-bronchial + Bilio-cutenous 3
Bilio-enteric 1
Cystic Vesicles in Biliary Tree 6
Cystic Cavity with Vesicles 2

Endoscopic Treatment Modality Friquency

Endoscopic sphincterotomy (ES) + NBD 28
ES

ES + Balloon dilatation

ES + Ballon Dilatation + Stenting
ES + Stenting

ES + Balloon extraction
Percutaneous + Endoscopic combined
stenting 1

v O O = O




46

scopic combined stenting in one were performed
following ES. Nine of these patients were fol-
lowed-up for mean 30.7 + 11 months. In three out
of nine patients, stents were removed after mean
period of 27. 33 + 8 months and they were fol-
lowed -up for mean 27.3 months and they are
asymptomatic.

Endoscopic management is successful in 46 out of
50 patients. Success rate is 92%. There was no
complication due to endoscopic treatment. None
of the patients died.

DISCUSSION

HHD is frequent in eastern countries. The initial
treatment is removal of cyst surgically. The risk
of fistula and cholangitis is 4-7% and 11% respec-
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Figure 2. A. Naso-biliary drain
cholangiogram demonstrates a
large cavity in the left lobe
(arrows). A percutaneous drain
catheter in situ.

B. One week later cavity is seen,
but small.

C. Two weeks later cavity is no
longer seen. Percutaneous
catheter in situ (arrow)

tively after the surgical treatment (1,6-8). Alper
et al. suggested performing choledochoduodenos-
tomy after surgery for HHD to prevent postopera-
tive complications, but despite the use of this
technique 11% of their patients developed cholan-
gitis (9). Reoperation of patient carries a 1.4-4.7 %
mortality (1). Eighty-three percent of patients
had been operated once or more in our study
group, so these patients are poor candidates for
surgery in any how.

Karawi et al. reported 6 cases with HHD rup-
tured to biliary tree (10). They were successful to
remove the cystic vesicles in all cases. We also de-
tected 6 cases with cystic vesicles in biliary tree
and succeeded to remove the vesicles endoscopi-
cally in 4 out of 5 cases. In the sixth case no at-
tempt was done because there were daughter
cysts in the cavity. Cause of failure in one case
was proximally location of the vesicles. There was
not any previous surgical intervention in 3 out of
4 cases and healing of HHD was obtained by en-
doscopic treatment. In one case cystic cavity had
been infected spontaneously and some of the in-
fected material had been drained out by cutane-
ous fistula or to biliary tree. Probably there was
not any living cystic material in the cavity when
ERCP was performed. In the latter two cases
probably all of the vesicles had been drained to
the biliary tree before the endoscopic treatment.
Three of these cases were followed for more than
8 months and all cavities disappeared at ultraso-
nography. Endoscopic treatment had been per-
formed only two months ago in the last case so we
can not interpret this case.

It had been reported that good results were ob-
tained using ES in the management of postopera-
tive fistulas and cholangitis (1,2). NBD had not
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Figure 3. A. ERC
demonstrates a benign biliary
stricture due to previous
hepatic hydatid disease surgery
through the CHD. A stone
located proximal to the
stricture is seen (arrow)

B. ERC after the stone
extraction

C. A 10 F gauge stent is in
place (arrows).

been used in these reports. Naso-biliary drainage
is a safe and controllable modality in our opinion
although it is uncomfortable for the patient. Ako-
glu et al. recommended a selective policy of ES
and/or NBD for the pre- or postoperative compli-
cations of HHD (11). We were successful in 29 out
of 32 cases (90%) with fistulas and cavities by this
modality.

In conclusion endoscopic management of HHD
complications, especially in operated patients is a
successful and safe modality.
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