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EDITORE MEKTUPLAR

LETTERS TO THE EDITOR

The giant choledochal cyst

Dev Koledok kist

Dear Sir,

Choledochal cysts are an uncommon anomaly of
the biliary system manifested by cystic dilatation
of the extra-or intrahepatic biliary tree or both, oc-
curing in appoximately one of 2 million live births.
They occur uncommonly but a higher incidence
has been reported in Asians (1). Accurate preope-
rative morphologic information is available thro-
ugh a number of imaging modalities. But the size
of the cyst may sometimes obscur the accurate di-
agnosis and delay the only option for treatment,
the surgery. We report here a case of giant chole-
dochal cyst.

The patient is an eighteen-year old girl who was
admitted to the hospital with intense pain in her
right upper abdominal quadrant along with na-
usea and vomiting. At that time there was jaundi-
ce and right upper quadrant mass with an elevati-
on of ALT, AST, Alkaline phosphatase, gGT levels
in the blood. Bilirubin levels both in the blood and
urine were also elevated significantly. She was tre-
ated by many centers with different diagnosis. Af-
ter the admission, ultrasonography (USG) of the
abdomen was performed and found out a mass of
20x16x10 cm in sizes extending from inferior part
of the liver to the right iliac fossa. Thereafter per-
cutaneous transhepatic cholangiography (PTC)
was performed and reported a choledochal cyst of
10x15 cm in sizes located on the superior part of
the cystic duct. The computerized tomography
(CT) and the endoscopic retrograde cholangiopanc-
reatography (ERCP) revealed the common bile
duct. and pancreatic duct, although displaced con-
siderably by a cyst, were joined to each other to

form a commeon channel of 2.6 ¢cm long (Fig. 1). The -

pancreatic duct was dilated at its level just proxi-
mal to the join. Then spiral CT was performed and
the 3-D view was obtained (Fig. 2). In the opera-
ting room the cyst was measured as 20x18x16 cm.
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The patient underwent cyst excision and Roux-en-
Y hepaticojejunostomy. Multiple liver biopsies are
obtained. In the postoperative period no complica-
tion was detected. The histopathologic work reve-
aled choledochal cyst and precirrhotic liver dise-
ase. The patient is still quite well, entirely free of
symptoms.

The estimated incidence of choledochal cyst dise-
ase ranges from 1 in 13000 to 1 in 2 million pati-
ents. Choledochal cysts are three to four times mo-
re common in females than in males. The majority
of patients in whom it has been reported are child-
ren (2,3).

Alonso-Lej et al developed a classification system
based on the anatomic description that was subse-
quently modified by Todani et al in 1977 and it’s
this system of classification that is in use today
(4). There are reported patients who had an unu-
sual choledochal cyst that does not conform to any
of the described types. But these are a combinati-
on of two or more types according to the classifica-
tion of Todani et al (5,6).

The classical clinical triad is abdominal pain, ja-
undice and a right hypochondrial mass. This triad
has been reported mostly in children. But both
children and adults were much more likely to ha-
ve one or two of the classical symptoms. In adults
clinical features are often atypical (4).

Complications mostly seen in adult age group are
recurrent cholangitis, pancreatitis, duodenal obst-
ruction, obstructive jaundice, portal fibrosis, perfo-
ration, lithiasis, biliary stricture, biliary cirrhosis,
portal hypertension, malignancy, sepsis, intrahe-
patic abscess.

Malign degeneration is an important complication
~depending on the age of the patient and the type of
surgical intervention (2). The risk of cyst associ-
ated cancer increases with age from 0.7 per cent in
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Figure 1. The endoscopic retrograde cholangio-
pancreatography of the giant choledochal cyst.

the first decade of life to 14.3 per cent after 20 ye-
ars, further emphasizing the need for early diag-
nosis and treatment. In those who have had un-
dergone enteric drainage without cyst excision,
the incidence of carcinoma is 17.5 per cent (3,7).
The average time gap for these patients is 10 ye-
ars. It must also be noted that hepatobiliary ma-
lignancy in patients with a choledochal cyst is ne-
ither always intracystic nor prevented completely
by cyst excision (2).

Dilated biliary ducts in connection with appropri-
ate clinical signs and symptoms are an indication
for surgery (5). Surgical excision and biliary re-
construction is now considered to be the treatment
of choice for choledochal cysts. The type of surgical
procedure in choice depends mostly on the type of
the cyst, its anatomical properties, developed
complications, the age and general status of the
patients (8).
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Figure 2. View of the choledochal cyst in spiral CT.

REFERENCES

1. Savader SJ, Benenati JF, Venbrux AC, et al.”, Choledochal
cysts: classification and cholangiographic appearance. AJR
1991 Feb; 156(2): 327-331.

2. Benhidjeb T, Monster B, Ridwelski K, et al. , Cystic
dilatation of the common bile duct: surgical treatment and
long-term results. Br J Surg. 1994; 81: 433-436.

3. Lipsett PA, Pitt HA, Colombani PM, et al. , Coheldochal
cyst disease. A changing pattern of presentation. Ann Surg.
1994 Nov; 220(5): 644-652.

4. Todani T, Watanabe Y, Narusue M, et al. , Congenital bile
duct cysts: classification, operative procedures, and review
of thirty-seven cases including cancer arising from
choledochal cyst. Am J Surg. 1977; 134: 263-269.

5. Ebel KD, Gharib M. Choledochal cysts: classification and
cholangiographic appearance (letter). AJR. 1992 Sep;
159(3): 674-675.

6. Malde HM, Chadha D. Atypical choledochal cyst (letter).
AJR. 1992 Dec; 159(6): 1345.

7. Hewitt PM, Krige JEJ, Bornman PC, Terblanche J.
Choledochal cysts in adults. Br J Surg. 1995; 82: 382-385.

8. Scudamore CH, Hemming AW, Teare JP, et al. , Surgical
management of choledochal cysts. Am J Surg. 1994 May;
167: 497-500.




369

Tirotoksikozda karaciger sirozu gelisir mi?

Saymn Editor,

Tiurk Gastroenteroloji Dergisinin 1995 yili 4. say:-
sinda Saymn Daglh ve ark.nin (1) sunduklar1 “Hi-
pertiroidide kolestatik sarihik” baghkli olgu bildiri-
sinin girig boliimiinde “Otopsi ¢alismalarinda tiro-
toksikozda hepatik inflamasyon, nekroz ve siroz
geligtigi bildirilmektedir” ifadesi yer almakta olup,
kaynak olarak 1933 ve 1940 yilinda yaymnlanmig
iki makale gosterilmistir (2,3).

Gergekten de 20. yiizyilin ilk yarisindaki yayinlar-
da tirotoksikozlu olgularda karacigerde iltihabi re-
aksiyon, yagh degisiklikler, nekroz ve siroz tanim-
lanmigtir. Tirotoksikoz ile birlikte karaciger sirozu
olgularina iligkin en eski raporlardan biri Marine
ve Lenhard tarafindan 1911 yilinda bildirilmis
olup, otopside 6 olgunun 4’iinde siroz saptanmigtir
(4). 1933 yilinda Beaver ve Pemberton, 107 olguyu
kapsayan aragtirmalarinda tirotosikozla iligkili
olarak li¢ tipte hepatik lezyon olugtugunu 6ne siir-
miiglerdir (5); 1) akut dejeneratif degisiklikler
(yaglanma, fokal ve santral nekroz, staz) 2) basit
atrofi ve 3)subakut toksik atrofi ve toksik siroz.
1935’de Camerun ve Karuntaratne de benzer bul-
gular1 tamimlamaglardir (6). 1946 yilinda ise
Moschcowitz, 31 olgunun 11'inde siroz saptadig
caligmasinda tirotoksikoza 6zgii bir siroz tipinin
varhgindan bahsetmisgtir (7).

Fakat daha sonraki raporlar tirotoksikozda kara-
cigerdeki degisikliklerin pek anlamh olmadig yo-
niindedir. 1947 yilinda Piper (8), 1953 yilinda ise
Movitt ve akadaglan (9) tirotoksikoz olgularimin
karaciger biyopsilerinde anlamlh patolojik degisik-
likler saptamamiglardir. Keza 1971’de Klion ve ar-
kadaslar1 da benzer sonuglar elde etmiglerdir (10).
Hipertiroidi olgularinda saptanan hepatik lezyon-
lar tiroid hormonlarinin karacigere direkt etkisin-
den ziyade kalp yetersizligi, infeksiyon, hipoksi ve
malnutrisyon gibi ikincil nedenlere baglanmakta-
dir (11,12).

Adi gegen yazida hipertiroidiye eslik eden kolestaz
olgular sunulmasina kargin girig béliimiinde tiro-
toksikozda siroz geligtigine dair ifadenin yer alma-
s1, yanlhs anlagilmalara yol agmaktadir.

Tirotoksikoz ile birlikte karaciger sirozu olgular
ancak yizyilin ilk yarisinda bildirilmig olup
Moschcowitz'in 1946 yilindaki raporundan sonra

literatiirde olgu sunumu yoktur. Gercekten de es-,

kiden otopsi raporlarina iligkin. yaymnlarda boyle
bir sav olmasina karsin bugiin artik bu goris dis-
lanmaktadir (13-16). Bu nedenle heniiz daha hepa-
tit viriisleriyle tanigilmadig donemlere iligkin lite-
ratiir verilerine dayanarak tirotoksikozda karaci-
ger sirozu geligtigi savinin oldukea iddiali oldugu
kamisindayim. Bugiin hipertiroidide karaciger si-
rozunun geligip gelismedigi artik tartigilmamakta-
dir. Bugiinkii goriige gore hipertiroidi, karaciger
sirozunun etyolojisinde yer almamaktadir (17,18).
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