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Abstract:

A myriad of complications of hydatid cyst of liver may occur. The complications may include rupture, infection, or
anaphylaxis. Rupture of hydatid cyst of liver is the most common complication. Liver hydatid can rupture in any
part of biliary system but the communication with the hepatic bile ducts is most common. The basic aim of the study
is to analyze the surgical management of obstructive jaundice due to spontaneous intrabiliary rupture of hydatid
cysts of the liver. This case study was conducted at Shifa International Hospital, Islamabad during 2018. This was
basically a case study. A 60-year-old female presented with abdominal pain and jaundice of 15 days duration. After
10 days she had fever with chills and high colored urine. General physical examination revealed yellowish
discoloration of sclera. Systemic examination was normal. Abdominal examination revealed tenderness in right
hypochondrium and epigastrium. Liver function test parameters were bilirubin of 9.87 mg/dl, AST 53 U/L, and ALP
410 U/L. Histopathology of gallbladder revealed features of acalculous cholecystitis. She was discharged with
Albendazole therapy. Follow-up was uneventful. It is concluded that concomitant intrabiliary rupture in hepatic
duct and gallbladder is rare to see. ERCP is useful in diagnosis. Surgery can give final diagnosis. However surgery
is associated with many post-operative complications including persistent post-operative biliary drainage, infection
of residual cavity, sinus formation, recurrence or dissemination.
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INTRODUCTION:

A myriad of complications of hydatid cyst of liver
may occur. The complications may include rupture,
infection, or anaphylaxis. Rupture of hydatid cyst of
liver is the most common complication. Liver hydatid
can rupture in any part of biliary system but the
communication with the hepatic bile ducts is most
common. Rupture between a hepatic hydatid cyst and
the gallbladder is rare. An elevated pressure inside
hydatid cyst leads to rupture and most often
communicating with biliary system [1]. This can be
small communication or frank rupture. However,
frank rupture into the biliary tree occurs in only 5-
15% of cases. Biliary communication is due to
incorporation of biliary radicles into the pericyst of
hydatid liver. Small rupture remains occult or
asymptomatic [2]. Later in time rupture of the
hydatid cyst into biliary tree produces symptoms and
signs of obstructive jaundice, or sometimes an acute
cholangitis occurs [3]. Modalities of investigation for
confirming diagnosis are ultrasound abdomen (USG),
computed tomography scan (CT Scan) abdomen,
magnetic ~ resonance  cholangiopancreatography
(MRCP) and endoscopic retrograde
cholangiopancreatography (ERCP) [4]. ERCP is both
diagnostic as well as therapeutic and is considered
the gold standard in management of intrabiliary
rupture of hydatid cyst of liver [5].

AIMS AND OBJECTIVES:

The basic aim of the study is to analyze the surgical
management of obstructive jaundice due to
spontaneous intrabiliary rupture of hydatid cysts of
the liver.
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METHODOLOGY OF THE STUDY::

This case study was conducted at Shifa International
Hospital, Islamabad during 2018. This was basically
a case study. A case representation is as follows:

CASE REPRESENTATION:

A 60-year-old female presented with abdominal pain
and jaundice of 15 days duration. After 10 days she
had fever with chills and high colored urine. General
physical examination revealed yellowish
discoloration of sclera. Systemic examination was
normal. Abdominal examination revealed tenderness
in right hypochondrium and epigastrium. Liver
function test parameters were bilirubin of 9.87 mg/dl,
AST 53 U/L, and ALP 410 U/L. Ultrasonography
abdomen revealed cystic lesion in liver with internal
echogenic areas in right lobe of liver anteriorly, the
gallbladder distended with thickened wall (acalcolous
cholecystitis) with echogenic material (membranes)
within it. Common bile duct was dilated with internal
debris and linear echogenic areas (membranes)
present in right hepatic duct as well as in common
bile duct suggestive of intrabilary rupture of hydatid
cyst of liver.
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Histopathology of gallbladder revealed features of acalculous cholecystitis. She was discharged with Albendazole

therapy. Follow-up was uneventful.
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Figure 02: (A-C) A small fistula measuring 1 cm was seen between liver hydatid cyst and right hepatic duct and
another which had fistula measuring 0.5 cm width of gallbladder.

DISCUSSION:

Hepatic hydatid disease (HHD) is a major endemic
problem in sheep-rearing regions of the world. ; The
liver acts as a filter for hydatid larvae, making it the
most commonly affected organ.; The liver is
involved in 50% to 70% of patients with hydatid
disease [6]. Symptoms arise either when the cyst has
grown enough to cause pressure on adjacent organs
or when a complication occurs. Rupture, secondary
infection, and suppuration are the most common
complications Up to one-third of patients with HHD
present with complications such as rupture (into the
biliary tree, thorax or peritoneum), secondary
infection, anaphylactic shock, sepsis and liver
replacement [7]. Cysts of the liver exert pressure on
the surrounding parenchyma, and in most cases the
cysts eventually rupture into the biliary tree in 1% to
25% of cases although an incidence of 64.75% has
been reported from a multicentric study in Tunisia
[8]. It occurs in two forms: an occult rupture,
resulting from small tears between the cyst wall and
small biliary radicles, seen in 10% to 37% of the
patients, or a frank rupture, involving large bile ducts,
seen in 3% to 17% of the patients [9].

Obstructive jaundice occurs when cyst elements
empty into the biliary tree. Rupture is most likely to
occur in centrally located cyst with a high intracystic
pressure up to 80 cm H20. According to Lewall and
McCorkell the cyst rupture can occur in three clinical
forms: contained, communicating and
direct. Contained rupture occurs when the cyst
contents are confined within the pericyst.
Communicating rupture defines tearing of the
pericyst and evacuation of cyst contents into the
biliary tract or bronchioles [10]. Direct rupture
describes complete tear of the cyst wall and spillage
of the cyst contents into the peritoneal or pleural
cavity. Although biliary obstruction is reported to
occur in only 5% to 17% of cases obstructive
jaundice occurs in 57% to 100% of cases following
intrabiliary rupture, especially when the rupture
occurs into the large bile ducts thus emptying the
contents into the biliary tract. It has been reported
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that if the cystobiliary opening is larger than 5 mm,
cystic content migration into the biliary tract would
occur in 65% of the cases. Other presentations are
right upper abdominal pain (82%), fever (70-90%),
acute cholangitis (20-37%), abdominal lump (22—
39%), and rarely with acute pancreatitis, liver abscess
or septicaemia; or in 5% to 6% it may be
asymptomatic [11].

Biliary obstruction is reported to occur in 5-17% of
cases after rupture of hepatic hydatid [8]. It has been
reported that if the cystobiliary opening is larger than
5 mm, cystic content migration into the biliary tract
would occur in 65% of the cases. Obstructive
jaundice occurs in 57% to 100% of cases following
intrabiliary rupture, especially when the rupture
occurs into the large bile ducts thus emptying the
contents into the biliary tract [12]. When rupture into
the biliary tract occurs, the cystic fluid escapes into
the biliary tract with daughter cysts; or ruptured
membranes discharged into the common bile duct,
causing biliary colic, obstructive jaundice, and
possibly liver abscess [13].

CONCLUSION:

It is concluded that concomitant intrabiliary rupture
in hepatic duct and gallbladder is rare to see. ERCP is
useful in diagnosis. Surgery can give final diagnosis.
However surgery is associated with many post
operative complications including persistent post
operative biliary drainage, infection of residual
cavity, sinus formation, recurrence or dissemination.
Persistent postoperative external bile drainage is a
serious complication, occurring in 3.8% to 27.5% of
cases, that often necessitates reoperation.
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