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Abstract:

Context: Rupture of a hydatid cyst into the biliary tree is the most common complication, occurring in 5-25% of
patients of hepatic hydatid cyst. The communication between the biliary tree and the hydatid cyst can be frank
or occult. In case of intrabiliary rupture of liver hydatid cysts, the most apparent signs and symptoms are fever,
jaundice, and right upper quadrant pain.

Case report:A fifty year old male patient presented with pain in the upper abdomen with yellowish
discolouration of eyes. The patient also had fever with chills and rigor. Ultrasonography of the abdomen and
magnetic resonance cholangiography showed a cystic lesion with the cyst membranes communicating to the left
biliary radicles. Broad spectrum antibiotics and albendazole was given for two weeks followed by surgery. At
surgery cyst aspiration, common bile duct exploration, removal of the cyst membranes from the bile ducts and
choledochoduodenostomy were done. Postoperatively the patient recovered uneventfully.

Conclusion: Hydatid cyst should be kept as one of the differential diagnoses of obstructive jaundice and can be
managed by conventional surgical techniques.

Key words:Hepatic hydatid cyst; intrabiliary rupture; obstructive jaundice; choledochoduodenostomy.

I. Introduction:

Echinococcosis is endemic in many Mediterranean countries, the Middle and Far East, South America,
Australia, and east Africa’.Most patients have a single organ involved and harbor a solitary cyst, localized in
approximately two thirds of the patients in the liver. Some cysts may grow (average increase, 1-30 mm/y) and
then persist without a noticeable change for many years; others may collapse and can completely disappear®. An
enlarging cyst may cause compressive atrophy of surrounding hepatocytes and fibrosis. Compression and
displacement of biliary ducts are frequent. At the point of contact with a biliary duct, a spontaneous rupture may
occur. This communicating intrabiliary rupture has been classified as a frank perforation with overt passage of
hydatid material into the biliary tract and as occult leakage with signs of suppuration only®. The most common
clinical manifestations of frank intra-biliary rupture are colicky right hypochondrial pain and obstructive
jaundice accompanied by fever and chills*®.

Reporting here is a case of intra-biliary rupture of hepatic hydatid cyst causing obstructive jaundice and
managed successfully by choledochoduodenostomy.

1. Case report:

A fifty year old male patient presented with pain in the upper abdomen with yellowish discolouration
of eyes since the last two weeks. The patient also had fever with chills and rigor for the last one week. The
patient had predominantly conjugated hyperbilirubinemia and the total serum bilirubin was 12 milligram/
decilitre. Ultrasonography of the abdomen showed a large cystic lesion originating mainly from the left lobe of
liver. Magnetic resonance cholangiography showed a cystic lesion with the cyst membranes communicating to
the left biliary radicles and extending to the common bile duct causing distension of gallbladder. T2 axial
images reveal the hydatid cyst communicating with the left main hepatic duct. There is significant dilatation of
bilateral hepatic ducts - left more than right side (Figure 1).
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Figure 1 showing T2 axial images reveal the hydatid cyst communicating with the left main hepatic duct (green
arrow).

3D Space and T2 axial sequences in coronal plane shows the membrane from the hydatid cyst
prolapsing into the extra hepatic biliary tree including the CHD (common hepatic duct) and CBD (common bile
duct) causing significant dilatation of the proximal biliary tree. There is significant dilatation of the GB
(gallbladder) suggesting obstruction distal to the cystohepatic junction(Figure2).

Figure 2 showing 3D Space and T2 axial images of hydatid membrane prolapsing into the extra hepatic biliary
tree (Red arrow- CBD wall, blue arrow- hydatidmembranes.

Broad spectrum antibiotics and albendazole was given for two weeks followed by surgery. At surgery
marsupializationof the cyst, followed by common bile duct exploration, removal of the remaining cyst
membranes from the bile ducts and choledochoduodenostomy were done. Postoperatively the patient recovered
uneventfully and was doing fine till one year of follow-up.

I11. Discussion:
The rupture may be classified as: contained rupture when the endocyst is torn, but the cyst content is
confined within the pericyst; communicating rupture consists of tear of the endocyst with loss of the cyst content
via small biliary ducts and direct rupture when a tear of both endocyst and pericyst occurs, allowing the cyst
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content to spill into the peritoneal or pleural spaces®. Potential sites of rupture are peritoneum, bile ducts, pleural
space, thorax, and visceral organs such as stomach or duodenum?®.

A frank intrabiliary rupture of a cyst may lead to obstruction of the biliary system, cholangitis, and
septicemia, with a 50% mortality rate’. It has also been suggested that biliary cirrhosis could be a late
sequel® Moreover, acute pancreatitis and acute cholecystitis caused by hydatid material were described in the
literature®*°.Hence early diagnosis and treatment of an intrabiliary rupture of a liver hydatid cyst are warranted.

Ultrasonography or computed tomography may suggest the diagnosis of a frank intrabiliary rupture in
most of the cases™*.ERCP (Endoscopic retrograde cholangiopancreatography) is the reference standard in the
diagnosis of many biliary tract abnormalities and probably is the most reliable preoperative imaging method for
visualization of biliary rupture'®. MRCP (Magnetic resonance cholangiopancreatography) shows a characteristic
intense rim, daughter cysts, detachment of the membranes, and dilated biliary tree containing hydatid
material*®*.

The classic treatment for hydatid cysts ruptured into the bile ducts is surgery with exploration of the
common bile duct through a choledochotomy, clearance of cyst remnants,placement of a T tube,
choledochoduodenostomy, surgical excision of the hydatid cyst by enucleation or pericystectomy and partial
hepatectomy™®.

The aim is to remove the entire disease while minimizing complications. Conservative procedures are
safe and technically simple, and are useful in the management of uncomplicated hydatid cysts"’.

IV. Conclusion:
The case is being reported here to emphasise the fact that hydatid cyst should be kept as one of the
differential diagnoses in patients with obstructive jaundice. The cyst may appear menacing but most of the cases
can be managed by simple surgical procedures with minimal morbidity.
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