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Introduction 
The hydatid cyst has a different anatomo-pathological form, because of the large evolving 

character and radiological appearance of cyst. There complications are different; it’s depending on 
the seat, wich we quoted in this article: The broncho-biliary fistula associated with bilio cutaneous 
fistula. It considered a serious complication of hepatic hydatid. Regardless of the considerable 
advancement made in diagnostic imaging in the last few years, the patient care remains difficult 
with a rather important recurrence rate [1,2]. The increasingly systematic introduction of per 
operative Endoscopic Retrograde Cholangiopancreatography (ERCP) with the undergoing of a 
sphincterotomy for patients with higher risks, has allowed a radical change in the approach adopted 
for the treatment of this condition. However, the prognosis remains severe in spite of the betterment 
of resuscitation means and facilities alongside operative techniques.

Case Presentation
MB, is a female patient of 37 years of age, came from a rural area, she was operated two years 

ago for a hydatid cyst opened in the biliary tract, with any antiparasitic agents later. She came back a 
year later with a cutaneous fistula with an outflow of bile evoking a bilio-cutaneous fistula. She had 
benefited a just from percutaneous fistulography that confirmed the existence of a communication 
of the skin with a fistulized liver injury (Figure 1). In order to restore the biliary tract flow, an 
Endoscopic Retrograde Cholongio-Pancreatography (ERCP) with a sphincterotomy and the 
establishment of a biliary stent has been performed. In the few months that followed the cutaneous 
fistula dried out, but some pulmonary symptoms appeared: a cough with biliptysis. At her admission 
into our department, the clinical examination has found a patient in a fair general condition, afebrile, 
with the presence of crepitation at the pulmonary auscultation. A thoraco-abdominal computed 
tomography (CT) scan objectified a liver injury communicating with another lung injury (Figure 
2). The treatment consisted in a right posterolateral thoracotomy allowing a pulmonary and hepato-
diaphragmatic disconnection, the treatment of the liver injury through the diaphragmatic breach, 
and also the treatment of the lung injury. After a diaphragmatic plasty, two drains (one pleural 
and the other inter hepato-diaphragmatic) were left in place. The post-operative evolution was 
satisfactory, with the disappearance of the biliptysis and a good recovery of the pulmonary dynamic. 

Discussion
Broncho-biliary fistulas can manifest themselves either loudly and abruptly, or progressively 

and insidiously [1]. In the case of our patient, the clinical manifestation was progressive, with 
predisposing factors, in particular, the notion of an anterior surgery for a hydatid cyst opened in the 
biliary tract. In severe acute cases, major respiratory disorders can be observed, sometimes leading 
to a respiratory distress syndrome as a consequence of the flooding of the contralateral lung, and/
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Abstract
Fistulas are one of the main complications of hydatid cysts. The case of female patient of 37 years 
old, came from a rural area, operated first for hepatic hydatid cyst two years ago, then she didn't 
receive any antiparasitic agents later. Addressed to us for the treatment of biliptysis. The clinical 
and radiological examination revealed a broncho-biliary fistula associated with a bilio-cutaneous 
fistula of hydatid origin. In order to restore the biliary tract flow, an Endoscopic Retrograde 
Cholangiopancreatography (ERCP) with a sphincterotomy and the establishment of a biliary stent 
has been performed. The surgical treatment consists of a pulmonary and hepato-diaphragmatic 
disconnection with rather satisfying results.
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or because of the caustic action of bile on the tracheobronchial tree 
[1-3]. Exceptionally, an anaphylactic shock can be the inaugural 
sign [4]. Thus, when facing patients presenting biliptysia, a thoraco-
abdominal CT scan must complete the assessement. It will allow 
thoroughly analyze the liver injury, and eventually identify a possible 
communication between the liver and the lung, and also to evaluate 
the damaged caused on the lung. The hepatobiliary ultrasound 
must look for an obstacle or a dilatation on the common bile duct 
[5]. It also allows us to find the liver hydatid cyst and determine its 
type [6]. The ERCP, is a major step in the preparation of surgery. 
It enables us to visualize the fistula and look for an obstruction on 
the biliary duct. It also permits its desobstruction in order to restore 
the biliary flow thus avoiding recurrence. In the case of our patient, 
the fact that we placed a biliary stent endoscopically, permitted the 
healing of the bilio cutaneous fistula. The surgical treatment consists 
of a pulmonary and hepato-diaphragmatic disconnection. Low 
thoracotomy is the approach adopted in this context as it allows the 
treatment of three levels (Thoracic, abdominal and hepatic). From 
this we concluded the important role of antiparasitic agents in the 
prevention of complications of non-operated hydatid cysts, as well as 
to prevent postoperative recurrence. Although the frequency appears 
in regression and increased from 16% to 2.5%, it is still a serious 
complication of hydatid cysts of the liver, due to the multiplicity of 
lesions that affect the same time the abdominal and thoracic level 
through the diaphragm. This is in most cases very old hydatid cysts 
localized in the liver dome. The best knowledge of hydatid disease and 
the availability of investigative increasingly accurate as abdominal 
ultrasound appear to have a role in the regression of this frequencies 
allowing early treatment of hydatid cysts of the liver, avoiding its 
evolution stage of complications.

Figure 1: Percutaneous fisgulography showing liver hydatid cyst fistulized to 
the skin (Red arrow).

Figure 2: Thoraco-abdominal CT Scan objectified a liver hydatid cyst 
communicating with the lung (yellow arrow).

Conclusion
Hydatid cysts of liver origin opened in the thorax are a major 

complication that affects the three levels: Abdominal, diaphramatic 
and thoracic making the surgical approach rather difficult. The 
results of the surgery depend on the quality of the preparation of the 
patient before the procedure. The endoscopic cholangiography with 
the recovery of the biliary flow is a major step that helps avoid any 
recurrence.
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