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Cystohepatic duct can be the bridge of calculous cholecystitis 
complicating cholangitis and obstructive jaundice
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Cholestasis and obstructive jaundice can be extrahepatic or intrahepatic. Here we present one case 
with calculous cholecystitis who presenting with repeated obstructive jaundice and without bile duct 
dilation. The patient received laparoscopic cholecystectomy, and cystohepatic duct was identified 
intraoperatively, there was no cholestasis or obstructive jaundice postoperatively. Cystohepatic duct is 
a rare biliary anomaly observed in 0.7% of all surgical cases and in 1.5% of all cadaveric dissections. 
The cystohepatic duct can be the bridge of calculous cholecystitis complicating cholangitis and 
obstructive jaundice, here we for the first time presented this entity.

Letter to the Editor, 
 Cholestasis and obstructive jaundice can be 
extrahepatic or intrahepatic. Extrahepatic obstructive 
jaundice is usually attributed to obstructed biliary system 
at the level of the common bile duct. The common 
causes of obstruction are stone, tumor and stenosis. The 
intrahepatic obstructive jaundice present with obstructive 
jaundice but without dilation of biliary system. 
 Several patients with repeated calculous cholecystitis 
and obstructive jaundice are encountered, and this kind 
of patients presented with no dilation of biliary system. 
Here we present one patient whose abdominal pain 
were mild or even without abdominal pain, and when 
antibiotic therapy had been administrated, obstructive 
jaundice relieved. The patient received laparoscopic 
cholecystectomy. Cystohepatic duct was identified 
intraoperatively and there was no cholestasis or 
obstructive jaundice postoperatively.
 A 74-year-old male had a 7-year history of repeated 
right upper quadrant pain and medium cholestasis and 
obstructive jaundice. The patient was then diagnosed 
as calculous cholecystitis in local hospital. The patient 
was then admitted to our hospital, and received a routine 
abdominal contrast-enhanced computed tomography 
(CT) scan preoperatively. This abdominal contrast-
enhanced CT scan showed multiple gallbladder stones, 
and the diameter of the biggest stone was 2 cm, without 
dilation of common bile duct. The total bilirubin was 68 
μmol/L, and glutamic-pyruvic transaminase was 49 U/L. 
The gallbladder wall was thick and a little oedematous. 
 Antibiotic therapy was then administrated, and 
cholestasis and obstructive jaundice relieved gradually. 

Subsequently the patient received laparoscopic 
cholecystectomy. After the cystic duct and cystic artery 
were identified and cut off respectively, the gall bladder 
was detached from the cholecystic bed. When the 
detaching proceeded to the bottom of gallbladder, a bile 
duct connecting the wall of gallbladder and cholecystic 
bed was encountered (Figure 1A). The diameter of this 
cystohepatic duct was 3 mm. The cystohepatic duct was 
then clipped with hemolock and cut off subsequently 
after being identified (Figure 1B). The patient recovered 
uneventfully and was discharged at day 2 postoperatively. 
The patient presented no cholestasis or obstructive 
jaundice during follow-up.
 The cystohepatic duct was not noticed preoperatively 
because this kind of duct was small and not presented 
frequently. After the surgery, we reviewed the images 
of CT carefully and located this cystohepatic duct 
which connected the wall of bottom of gallbladder and 
cholecystic bed (Figure 1C).
 Obstructive jaundice results from cholestasis. 
Cholestasis can be extrahepatic or intrahepatic. 
Obstructive jaundice is amenable to surgical treatment 
when the obstruction is extrahepatic.
 Extrahepatic obstructive jaundice usually presents 
with cholestasis and dilation of main bile ducts. The 
etiology can be obstruction of common bile duct, 
for example, stone or tumor in common bile duct, or 
compression of common bile duct from outside to inside.
 Complications of gallstones are usually considered 
to be acute cholecystitis, chronic cholecystitis, 
choledocholithiasis and MIRRIZI syndrome. To 
our knowledge,  only MIRRIZI syndrome and 
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choledocholithiasis can cause dilation of main bile duct 
and extrahepatic obstructive jaundice. However, our 
case presented with repeated calculous cholecystitis and 
obstructive jaundice, whose abdominal pain were mild or 
even without abdominal pain, without dilation of biliary 
system. 
 As we know, intrahepatic obstructive jaundice 
presents with cholestasis, obstructive jaundice and 
without dilation of biliary system, which can be caused 
by drug-induced hepatitis, autoimmune hepatitis, 
acute viral hepatitis, acute alcoholic hepatitis, primary 
sclerosing cholangitis, sickle cell crisis, total parenteral 
nutrition and so on. Our case was with repeated calculous 
cholecystitis, obstructive jaundice and mild transaminitis, 
and without dilation of biliary system, however, when 
antibiotic therapy had been administrated, obstructive 
jaundice relieved. The patient presented with infective 
cholangitis and cholestasis.  Most importantly 
cystohepatic duct was identified intraoperatively 
and there was no cholestasis or obstructive jaundice 
postoperatively. Pathological findings revealed that bile 
ductule was normal. 
 The key point to our case is that there was 
cystohepatic duct and repeated calculous cholecystitis. 
As we know, gallstones normally don’t cause infective 
cholangitis and cholestasis, because the bile flow is 
normal and from intrahepatic to extrahepatic. When there 
is cystohepatic duct, bacteria can spread from calculous 
gallbladder to intrahepatic bile ducts and causes infective 
cholangitis and cholestasis. 
 Variations of the anatomy of the biliary ducts 
are attributed to abnormalities during embryological 
development of the biliary tract. It was reported that there 
were about 10% of humans with anomalous biliary tracts 
(1-3). The biliary ducts that communicating between 
the liver and the gallbladder was one kind of anomalous 
biliary tract, which was firstly reported by Luschka, and 
was named as cystohepatic duct subsequently (4-7).
 Cystohepatic ducts are bile ducts of the right hepatic 
lobe and may serve a subsegment or segment, a sector, 
or exceptionally the whole of the right hepatic lobe, and 
drain into the gallbladder.

 The incidence of cystohepatic duct was 0.7% of all 
surgical cases, and 1.5-30% of postmortem dissection 
according to published reports (8). It was recommended 
that magnetic resonance cholangiopancreatography would 
be helpful in identifying anomalous biliary tract (9).
 For the first time, we report here that calculous 
cholecystitis can affect intrahepatic biliary tract via 
cystohepatic duct, and cause obstructed jaundice and 
cholangitis without bile duct dilation. This entity 
sometimes could be misdiagnosed, according to our 
experience, the appropriate treatment for this entity is 
laparoscopic cholecystectomy.
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Figure 1. A. Intraoperative photo. During Laparoscopic cholecystectomy, when the detaching proceeded to the bottom of gallbladder (black star), 
a bile duct connecting the wall of gallbladder and cholecystic bed was encountered. The cystohepatic duct was cut off, and the photo showed the 
proximal cuff (black arrow) and distal cuff (hollow arrow). B. Intraoperative photo (gallbladder removed). The cystohepatic duct was clipped 
with hemolock and cut off subsequently after being identified, and the gallbladder was removed. The photo showed the proximal cuff (black arrow). 
C. Identifying the cystohepatic duct on image of computed tomography scan. Abdominal contrast-enhanced computed tomography scan showed the 
diameter of cystohepatic duct (black arrow) was 0.33 cm.
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