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CASE REPORT 

Congenital Choledochal Cyst. 

by 

HEYDER bin HEYDER 

(St. Elisabeth Hospital, Semarang). 

Although congenital choledochal 
cyst, a localized dilatation of the 
common bile duct, is an unusual con­
dition in many countries, it should be 
expected in any infant who presents 

the triad of jaundice, tumor and pain 
in the right upper abdomen. Not less 
than 500 cases have been reported 
in the medical literature. Recently 

it is pointed out ,that the congenital 
ch[)\e<iochal cyst is more .common in 

Japan than in Europe or American 
countries. A personal contact with 
the Japanese delegahon attending 
the meeting of the Pacific Associa­

tion of Pediatric Surgeons in Van­
couver' May 1971, confirmed it. 

Many excellent reviewes of the 
history, incidence and etiology have 
been published but there are still 
problems concerning the pathogene­
sis, into which this paper will not go 
deeper. In Indonesia only two re­
ferences are found, one by Zahrud­
din et a!. (1966), of a girl, 7 years of 
age, with a choledochal cyst and the 

second by Sjaffar Juniman (1969), 
2 cases, both in adult females. 

The purpose of this paper is to 
report a case that might be worth­
while to mention for the following 

reasons: 

a. It concerns a boy, whereas in the 
literature females outnumber 
males by 4 : 1. 

b. The very young age; as a rule 

the congenital choledochal cyst 
presents very seldom the symp­

toms in the first few days of life. 
c. The (uncommon) correct pre­

operative diagnosis was establi­
shed. 

d. The instructive course during 

and after surgery. 

Case report 

A 35-day-old Chinese boy wa" 
admitted with the following history. 
The mother has noticed jaundice from 
th'3 first day of life, Iater associated 
with distention of the abdomen and 
slight colored stool. In all respects 
the birth was normal and family his-
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tory showed no particularities. A 
physiological jaundice was diagnosed 
but when the baby got recurrent at­
tacks of abdominal pain and the 
feces stayed clay colored, the mother 
consulted her physician. After one 
month of no improvement and the 
appearance of fever, hospitalization 
was advised. 

Physical examination showed a 
boy, with a body weight of 3900 
grams, who was restless, with 37.8° 

C temperature. There was no vomi­
ting. A marked generalized icterus 
of the thin skin, the sclerae and the 
mucous membrane of the mouth was 
noticed. The abdomen was disten­
ded and tympanitic. Many large 
superficial veins were visible on the 
lower chest and upper abdomen. A 
large and tender cystic mass in the 
right upper quadrant was palpable 
but the lower border could not clear­
ly be distinguished. The liver and 
spleen were not palpable. 

Laboratory data: 

Hemoglobin 60% Sahi\,l, white b!oOG 
cells 9.000/ml. Ur'iIIalysls revealed 
normal findings, the stool was acho­
lic. The Kahn serologic test of the 
mother was negative. 

The AP. X-ray of the abdomen re­
vealed a mass occupying the right 
upper and lower quadrants, displa­
cing the intestines to the left. 

Discussion 

The above mentioned clinical 
symptoms were convincing for an 

obstructive jaundice. The large 
cystic tender tumor gave suspicion 
to a congenital choledochus dilata­
tion. However, jaundice due to other 
anomalies such as prolonged icterus 
neonatorum, We .wct atresia, eryth· 
roblastosi's foetalis, hepatitis could 
not be exclUidied. Since ex,plorntory 
laparatomy 'at the lage undf)r 3 
month:s has a high 1!ll0rtaJity, every 
effort should first be made to arrive 
at a correct diagnosis before sur· 
gery. 

The clinical symptoms of choledo­
chal cyst develop mostly after the age 
of 6 months and the attention is cal­
led to the higher frequency in fema­
les. Therefore further tests were 
necessary to exclude a bile duct 
atresia. 

Recent pUblications make mention 
of the use of sophisticated methods 
such as hepatobiliary scintigram and 
ultrasonic echogram. 

On this patient gastroduodenal ba­
rium X-rays reveaJed the characteris­
t;c l�.teral location of the anteriorly 
disprat'ed duodenum. The duodenum 
was elongated and locwed directly 
beneath the anterior abdominal wail. 
Together with the trioo of jaundice, 
tumor Md pain, these pictures con­
vinced the diagnOllla of congenital 
choledochal cyst (see :figure) 

No case of a spontaneous cure of 
the cyst has been reported. Aspirat. 
ion alone gives finally 100 percent 
mortality. Procedures silll recomen· 
ded fare primarily the chelodocho-
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cysto-jejunostomy, Roux-en-Y, and 

secondly the resection of the cyst 

with hepatico-jejunostomy, Roux· 

en-Yo 

The operation on the baby was 
performed on the third day of ad­

mission. Through a right paramedi­

cal approach a large cystic mass oc­

cupying the right side of the abdo­

men with shifting the viscera to the 

left was fcmnd. The liver and splaen 
were not enlarged. To obtain more 

space a 500 mls liquid was aspirated 

which turned out to be clear bile. The 

cyst, lying retroperitoneally, had a 
thin wall. The normal gallbladder 
was visible between the cyst and th( 

liver. The general ccmdition of the 
baby did not permit a long time ex· 

ploration, so that a one-inch-wide 

shunt from the cyst to the duode· 
nwn had to carried O'Ut. Since th" 

wall of the cyst was very thin and 
non-contractile and the intention 

existed to do a post-operative chola­

ngiogram, an external drainage was 

installed. The child did well and on 

the recond day post - operation an 

oral feeding conld be given. But soon 

a reflux of milk from the duodenum 
into 1he cyst and coming out frcm 
the external drainage was noticed. 

On the fourth day the temperature 

rose, probably due to cholangitis. 

A relaparotomy was decided, the 

existing anastomosis and the exter· 

nal drainage were closed, a new con­

nection between the cyst and the je. 

junum by a Roux-en-Y procedure 

was established. Not withstanding 

the unfavourable general condition 

the child did well after this second 
operation, although the fever persis­
ted! fOI' another 3 weeks, the stools 
however, were regular and normal. 

Exactly one month after the last ope­

ration the child was discharged in a 

rather good condition. 

The family lived close by; how­

ever, the child was never brought 

back for control. A home visit 3 

months after the operation showed 
that the infant was quite normal in 

growth and development. 

1. A case of choledochal cyst in a 

35-day-old Chinese boy has been 

prooented. 
2. The correct diagnosis was made 

pre-operatively by radiologic 

examinations. 

3. Simple anastomosis between the 

cyst and the duodenum has pro­
ved to be complicated by ascend­

ing infection, attributed by reflux 

of intestinal contents into the 
cyst. The correction by a choledo­

chocysto-jejunostomy in Roux­

en-Y faiShlon was preferabJe. How­

ever, the recent publication from 

Japan (Kasai et al.) mentions 

that the choice of surgical ope­

ration from choledochal cyst 

should be resection of the cyst 
fG]]owed !by reconstruction by 
hep:Ltico-jejunootomy in Roux-en· 

y fasblon. 
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