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Bile Amylase in Pediatric Choledochal Cyst
Keun-Soo Ahn, Soon-Ok Choi and Woo-Hyun Park

Purpose: The level of bile amylase in a choledochal cyst
varies although the theory of pancreaticobiliary reflux through
an anomalous pancreaticobiliary duct union (APBDU) is
widely accepted as a cause of choledochal cysts. The aim
of this study was to evaluate the clinical characteristics of
choledochal cysts according to the level of bile amylase in
the cyst.

Methods: During the last 17 years, 59 pediatric choledochal
cyst patients were surgically treated at the division of
Pediatric Surgery, Keimyung University Dongsan Medical
Center. Of those patients, 42 in whom the level of bile am-
ylase in the cyst was measured at operation were included
in this study. The age, duration clinical findings, anatomical
types and the types of Anomalous pancreaticobiliary duct
union (APBDU) were analyzed after subdividing the patients
into 3 groups according to the bile amylase activity in their
cysts: group N, <100 U/L, group 1, 100 U/L~10,000 U/L,
and group 2, >10,000 UI/L.

Results: The mean ages in groups 1, 2, and N were 5.0+
4.7 years, 6.2£3.7, and 1.7+2.4 years, respectively with
group 2 being the eldest (P=0.005). Eighty percent of group
2 had long histories of symptom duration (longer than 1
month), with recurrent abdominal pain and/or hospitalization
and the diagnosis of pancreatitis, which was also higher than
the 37 and 42% in groups N and 1, respectively (P=0.038).
Jaundice and an abdominal mass were the predominant
symptoms in the group N, whereas abdominal pain, jaundice
and vomiting were predominant in the groups 1 and 2.
According to the Todani's classification, the incidence of type
IV was higher than type | in all groups, with the ratio of

AJA2}: A, TFIA FT TAHE 194
® 700- 712, A ietn o))t o #stmal
Tel: 053-250-7322, Fax: 053-250-7322
E-mail: choil635@dsmc. or kr
HoY 120043 7€ 23Y, AASAY 20043 9¥ 3Y
=Y 84+ 2003 )]s FATEY I A FAY

ao}els)

B
2
A

tllo

1 : 2. According to the Komi's classification of the APBDU,
the incidence of Komi | and Il in groups 1 and 2 were
similar, with the ratio of 1 : 2

Conclusion: The level of bile amylase in choledochal cysts
was significantly higher with advancing age, especially in
patients having a long history of recurrent attacks of
abdominal pain and pancreatitis. However, there were no
significant difference among the 3 groups with respect to the
anatomical cyst type and type of APBDU. Therefore, further
studies are necessary to determine the correlation between
the cyst type and the pathogenesis and pathophysiology,
and the see if choledochal cysts have a close relationship
with APBDU and pancreatitis. (J Korean Surg Soc 2004;67:
397-401)
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Table 1. Clinical findings, anatomical type of cyst, and type of pancreaticobiliary duct union according to bile amylae of choledochal cyst

Group N (n=8) Group 1 (n=14) Group 2 (n=20)
(amylase (100 U<amylase (amylase P value
<100 U) <10,000 U) >10,000 U)
Age at operation (yr+SD) 1.7+2.4 5.0+4.7 6.2%3.75 0.005*
Symptom duration 0.038*
<1 month 5 8 6
>1 month 3 6 16
Clinical findings NS
Abdominal pain 2 8 18
Jaundice 4 8 5
Vomiting 3 3 9
Abdominal mass 5 3 6
Acholic stool 3 3 2
Fever 2 3 4
Abdominal distention 3 1 1
Hyperamylasemia - 4 8
Anatomical type NS
To dani I (a-b-c) 3 (3-0-0) 5 (4-1-0) 7 (4-1-2)
v 5 9 13
Pancreaticobiliary duct union NS
Komi I 2 2
1I 1 4 8
111 - -

*P = statistically significant (P <0.05).
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