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Abstract: Congenital cystic dilatation of common bile duct is a rare condition in Africa and the West. Its discovery is often
fortuitous. The diagnosis is based on imagery. Our goal was to report 3 cases followed by a literature review. Three patients
were received, most often for pain of the right hypochondrium. There were 2 women and 1 man aged between 16 and 27 years
old. The physical examination was normal. The abdominal CT scan allowed us to diagnose a IA Todani cyst in all patients,
including one degenerate. Cholecystectomy with resection of the bile duct, followed by hepatico-jejunal anastomosis on anseen-Y of Roux was performed in 2 patients. The immediate suites were simple. Histology showed inflammation on 2 operative
specimen and cholangiocarcinoma on the 3rd. Choledochal DKC is a rare condition, often revealed in adults by complications.
Bilio-pancreatic CT is an alternative to cholangio-MRI for its diagnosis with a type I Todani easily recognized. The treatment
is surgical with a bad prognosis in case of degeneration.
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1. Introduction
Congenital cystic dilatation (CCD) of bile ducts is due to an
abnormality of the bilio- pancreatic junction, resulting from an
embryological deficit of migration of the long common biliopancreatic junction and a sphincter deficiency [1, 2]. It is a rare
pathology in Western countries and Africa, more frequent in
Asia whose diagnosis is mainly based on imaging [3, 4]. Our
goal was to report a 3 cases management of this pathology at the
Department of General Surgery of the Dantec University
Hospital in Dakar.

U/L. Total and direct bilirubin levels were 13 and 7 mg/L. The
abdominal ultrasound was in favor of a mixed hilar formation,
and intra-vesicular hyperechogenic formations without posterior
acoustic shade. Abdominal CT-scan showed a bile duct cyst
type Ia of Todani without intrahepatic extension with a tumoral
intra luminal bud (Figures 1 and 2).

2. Case Discussion
2.1. Case #1
AF, 27 years-old, was received for recurrent right-upper
quadrant pain since 5 years, with fever and uncalculated weight
loss. The physical examination was normal. Biological tests
found a slight cytolysis with TGO at 79.6 U/L and TGP at 43.7

Figure 1. Common bile duct cyst with intra-luminal tumor on abdominal
CT-scan (arrow).
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(figure 4).

Figure 2. Sagittal view of a degenerated Choledocal cyst (Scannographic
reconstruction).

Figure 4. Type Ia Cyst of Common bile duct dissection.

Exploration by midline laparotomy revealed a tumoral
process in a low bile duct cyst, without visible metastasis or
carcinomatosis. We performed a cephalic duodenopancreatectomy (CDP) followed by a Child anastomosis. The
postoperative courses were uneventfull with a medical
discharge at 7th postoperative day. Histological examination
of the operative specimen revealed a cystadenocarcinoma of
the biliary mucosa with healthy margins and 2 invaded
lymph nodes. A local recurrence was observed at 1 year but
the patient was lost of sight.

The postoperative were uneventfull with medical discharge
on the 8th postoperative day. The pathological anatomy of the
room revealed an inflammatory cyst of the common bile
duct. The patient was diagnosed 4 years after surgery with
ascending cholangitis due to hepatico-jejunal anastomosis
stenosis. She underwent a second surgery with reconstruction
of the anastomosis. A 1-year follow-up showed no
recurrency.

2.2. Case #2

KD is a 16-year-old patient who was diagnosed with
abdominal pain since childhood in 2013, plus jaundice and
vomiting 1 month before admission. Physical examination, in
addition to conjunctival jaundice, was normal. Total and
direct bilirubin levels were 12.7 and 11.71 mg/dl.
Transaminases had normal values (TGP: 24.3 U/L, TGO:
23.6 U/L). CT objectified dilation of the gallbladder and bile
Type Ia of Todani. There was no dilatation of the intrahepatic
bile ducts (Figure 5).

RSB is a 27 years-old female patient received for
epigastric recurrent pain, evolving for several years. The
physical examination found a sensitivity to the deep
palpation of the right hypochondrium without tenderness.
The blood cell count was normal. Hepatic tests were also
normal (total bilirubin: 2.1 mg/l, direct bilirubin: 0.6 mg/l,
TGO: 18.2 U/L, TGP: 12.8 U/L, alkaline phosphatase: 97, 1
U/L, Gamma GT: 23 U/L). The abdominal CT-scan revealed
an intra-pancreatic bile duct cyst of 22×40 mm (Figure 3).

2.3. Case #3

Figure 5. Gallbladder (red arrow) and choledocal cystic dilatation (blue
arrow).
Figure 3. Scannographic view of a retro-pancreatic bile duct Cyst (arrow).

Surgical exploration had allowed us to recover a type Ia of
Todani biliary cyst, without lesions in the head of the pancreas.
She underwent resection of the common bile duct,
cholecystectomy and an hepato-jejunal Roux anastomosis

During surgical exploration we found a dilation
compatible with a type Ia of Todani. The procedure consisted
of cholecystectomy and resection of the common bile duct,
followed by a Roux-en-Y hepatico- jejunal anastomosis. The
postoperative course was uneventful with medical discharge
on 9th postoperative day. Examination of the operative
specimen showed chronic cholecystitis and inflammation of
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the mucosa of the common bile duct.

3. Discussion
Cystic dilatation of the common bile duct is a rare
condition in Africa and Europe, but more common in Asia.
Its incidence varies from 1/13000 births in Japan to
1/2000000 in Europe and Africa [5-7]. Children and women
are the most affected, particularly in Asia where 2/3 of cases
are reported [8]. In Africa and the Western countries, it is
generally discovered in adulthood, in the stage of
complication as in our series [9, 10]. The symptomatic triad,
consisting of fever, abdominal pain and jaundice, is most
often incomplete and found in 20% of cases [5, 11]. In our
cases, the most frequent symptom was right upper quadrant
pain. Non-specific biology is performed in search of
cholestasis and cytolysis that may result from this condition
([9, 12]). Radiological exams are the key of diagnosis and
determination of the type and associated abnormalities [12].
The abdominal CT scan, whose sensitivity in the
visualization of DKC, especially of type I of Todani, is high.
It allowed us to make the diagnosis in all our patients. It
allows, indeed, a good characterization of the cysts, by the
study of the distal portion of the common bile duct [12].
Endoscopic retrograde cholangiopancreatography (ERCP)
was, for many years, the gold standard for the diagnosis of
bile duct CDC and its complications [13]. It is currently
supplanted by MRI. This allows a complete anatomical study
of the biliary arborization by specifying the size and
morphological characteristics of the choledochal cyst
(sensitivity 100%) and its possible association with an
anomaly of the bilio- pancreatic junction (sensitivity of 69 to
80%) [3, 12, 14-16]. In our work conditions, with the
difficulty of access to these 2 exams, CT scan was sufficient
to make the diagnosis of DKC.
The treatment is essentially surgical as it was the case for
all our patients. It must be radical, associating a
cholecystectomy and a complete resection of the cyst because
of the risk of degeneration of its mucosa. It is completed by a
Roux-en-Y hepatico- jejunal anastomosis for better drainage
[17, 18]. The cephalic duodeno-pancreatectomy is a
procedure rarely practiced and reserved for cases of
degenerated intra-pancreatic cyst or invasion of the pancreas
[19]. Non-invasive treatments, such as endoscopic
sphincterotomy, percutaneous biliary drainage, are wait-andsee solutions to surgery, which, well conducted, offers
excellent long-term results [12, 20]. Cholangitis is the most
common postoperative complication (approximately 11%)
and is thought to be due to insufficient clearance of biliodigestive anastomosis. After histology of the operative
specimen, inflammatory pathology, due to a permanent reflux
of pancreatic secretion, is more frequent as seen in 2 of our
patients [21]. Tumor development increases from 1% to 14%
from childhood to adulthood [5]. The incidence of
cholangiocarcinoma, which has a bad prognosis, is 20 to 30
times higher in the case of bile ducts CDC than in the general
population, and even more so in the case of type I [18, 22].
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The only case of degenerated bile duct cyst we had had a
tumor recurrence one year after surgery.

4. Conclusion
Choledochal CCD is a rare condition, often childly
discovered or at complicated stage for adults. The symptoms
are not very specific. That is why its diagnosis is based on
imaging including CT-scan and cholangio-pancreatic MRI.
Due to the pancreatic reflux in the common bile duct, cancer
risk is high. So treatment must be aggressive. It is based on
surgery, like complete resection of the common bile duct
with hepatico-jejunal anastomosis wich has good results.

5. Recommandations
These cases show us that surgeons must have some degree
of clinical suspicion in order to make the appropriate
diagnostic by using CT-scan, or better, MRI and to facilitate
appropriate treatment of choledochal cysts.
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