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Endoscopic resection of a choledochocele

Rajaa Chatila, MD, Dana K. Andersen, MD, Mark Topazian,
MD

Choledochoceles or type III choledochal cysts are
cystic dilations of the intraduodenal portion of the
common bile duct. Most choledochoceles are proxi-
mal to the ampullary orifice and can be treated with
endoscopic sphincterotomy.1 Diverticular choledo-
choceles communicate with the bile duct via a nar-
row channel in the ampulla, and most of the cyst
may extend into the duodenum distal to the
ampullary orifice; such lesions are usually resected
surgically. We present a method for endoscopic
resection of a diverticular choledochocele.

CASE REPORT

The patient, a 35-year-old woman, had a long history of
postprandial epigastric pain and pressure. She had not
had jaundice or overt pancreatitis but did have occasional
fever. The patient underwent laparoscopic cholecystecto-
my a year previously for similar pain associated with nau-
sea and vomiting. Although some of her symptoms abated,
the pain persisted and a subsequent endoscopy and CT
showed a duodenal mass. CT also showed extensive fatty
replacement of the pancreas. She was referred to our
institution for EUS.

Endoscopy disclosed a large pendulous mass arising
anterior to the ampullary orifice and hanging down into
the distal second duodenum (Fig. 1). It appeared to be cov-
ered by normal mucosa. EUS showed that the mass was a
large, thin-walled cyst, with its proximal end merging
with the ampulla. The entire lesion was superficial to the
duodenal submucosa, which appeared normal (Fig. 2). The
cyst wall was composed of three layers. A communication
from the cyst to the intra-ampullary ducts could not be
demonstrated sonographically, although the intra-
ampullary ducts coursed close to the cyst. A diverticular
choledochocele was suspected because of the lesion’s prox-
imity to the ampulla.

Because diverticular choledochoceles join the intra-
ampullary ducts via a narrow diverticular neck (Fig. 3),
endoscopic sphincterotomy would prevent further filling
of the cyst but was unlikely to adequately drain the lesion.
Endoscopic therapy was planned with the goal of resect-
ing the cyst and marsupializing its neck.

At ERCP, the lesion filled via a narrow neck that com-
municated with the common channel in the tip of the
ampulla (Fig. 4), thus confirming the diagnosis of a diver-
ticular choledochocele. The pancreatic duct was promi-
nent. During the same endoscopic procedure, the cyst was
aspirated using a 23-gauge sclerotherapy needle and 25
mL of bilious-appearing fluid was removed. Subsequent
analysis of the fluid showed a bilirubin level of 16 mg/dL
and an amylase level of 33,900 U/dL. Aspiration deflated
the cyst enough to allow placement of a large polypectomy
snare around it. The snare was closed around the neck of
the cyst, taking care to come across the lesion below the
ampullary orifice (Fig. 5). The cyst was then removed with
snare cautery, leaving an opening in the ampulla anterior
to the ampullary orifice (Fig. 6).

Histologic examination of the resected specimen
showed a benign cyst. The wall was composed of three lay-
ers: a thin muscularis mucosa lined with small intestinal
(duodenal) mucosa externally and internally.

The patient felt well after the cyst resection and was
discharged home the same day. She continued to do well
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Figure 1. A, Endoscopic view of pendulous mass in second
duodenum. B, Arrow points to ampullary orifice.

A

B



Brief Reports R Chatila, D Andersen, M Topazian

VOLUME 50, NO. 4, 1999 GASTROINTESTINAL ENDOSCOPY 579

11⁄2 years later, with complete resolution of all her previous
symptoms except for mild symptoms of gastroesophageal
reflux. A follow-up CT of the abdomen showed no residual
abnormality in the duodenum.

DISCUSSION

Choledochoceles are cystic dilations of the
intraduodenal portion of the common bile duct and
are the third subtype of biliary cysts in the modified
classification of Alonso-Lej et al.2 Choledochoceles
are further subdivided into two major types. In type
A, the bile duct opens into the choledochocele, which
in turn communicates with the duodenum via the

ampullary orifice or another small opening. In type
B, the bile duct opens directly into the duodenum,
and the choledochocele communicates with the dis-
tal common bile duct via a small neck in a divertic-
ular fashion.3 Our patient had the IIIB or diverticu-
lar type of choledochocele. This lesion is sometimes
referred to as a duodenal duplication because it is
lined by duodenal-type mucosa; we favor the term
diverticular choledochocele because the lesion com-
municates with the ducts and is filled with bile and
pancreatic juice, not duodenal secretions.

Choledochoceles can usually be treated with
endoscopic sphincterotomy, which unroofs the

Figure 2. The proximal end of the cyst as seen by EUS. The
lesion is superficial to the duodenal submucosa.

Figure 3. Schematic diagram of a diverticular choledo-
chocele.

Figure 4. Retrograde cholangiogram showing a diverticular
choledochocele; arrow points to the neck of cyst, and x indi-
cates the contrast-filled cyst.

Figure 5. Endoscopic view of snare tightening around the
neck of the cyst.
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cyst.1,4-9 Surgical sphincteroplasty or excision are
also well described.2,9,10 Large diverticular choledo-
choceles are generally treated surgically, particular-
ly when the cyst extends below the ampullary ori-
fice, as in this case. Sphincterotomy might not drain
this type of cyst and would not reduce the risk of
lithiasis in the cyst2,6 or rarely carcinoma11,12 in the
undrained lesion. Although endoscopic incision and
drainage of type IIIB cysts have also been reported,1
we chose to resect this choledochocele, more closely
mimicking the surgical approach to this lesion.
Snare resection was only possible after partial defla-
tion of the cyst with a sclerotherapy needle.

EUS has been previously used to diagnose and
guide therapy of choledochoceles,6,13-15 and it played
an important role in the endoscopic treatment of our
patient. EUS demonstrated the cystic nature of this
lesion and also showed that it was superficial to the
duodenal wall. Although the back wall of the cyst
was not visible endoscopically, EUS visualized the
entire cyst, thereby allowing us to proceed with
endoscopic resection.

Endoscopic aspiration and snare resection are a
novel approach in the treatment of diverticular chole-
dochoceles. The combination of EUS and ERCP per-
mits a rational diagnostic and therapeutic approach,
avoiding resection of a lesion that involves deeper

layers of the duodenal wall. It appears that, when
favorable anatomy is documented, these rare lesions
can be successfully managed by endoscopic methods.
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Figure 6. Postresection endoscopic view of the ampulla;
arrow points to the ampullary orifice.


