
Introduction

The majority of benign, nonparasitic hepatic cysts

are asymptomatic. However occasionally, complica-

tions can occur. Some documented complications in-

clude obstructive jaundice1, rupture2－5, intracystic

hemorrhage5－9, and infection10. This report describes

a patient with an infected solitary hepatic cyst in

whom the correct diagnosis was made without

operation.

Case Report

A 93-year-old woman presented to Uchida Hospi-

tal with the acute onset of right upper quadrant

abdominal pain, mild left lower quadrant abdominal

pain, diarrhea, and fever. Medical history was signifi-

cant for hypertension managed with medication, and

cholecystectomy secondary to cholelithiasis. On

admission, computed tomography（CT）demonstrated

a solitary hepatic cyst and thickening of the wall of

the sigmoid colon. The cyst was in the anterior-

superior segment, and its wall was thickened and

enhanced with contrast media（Fig. 1）. Ultrasonogra-
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Table 1　Laboratory data on admission

WBC 13,800 /μLGOT 23 IU/L
RBC 410 × 104 /μLGPT 8 IU/L
Hb 10.8 g/μLALP 152 IU/L
Ht 35.0 %LDH 417 IU/L
Plt 36.2 × 104 /μLγ GTP 15 IU/L
CEA 1.3 ng/mLT-bil 0.5 mg/dL

BUN 15 mg/dL
Cr 0.7 mg/dL
TP 6.1 g/dL
Alb 3.2 g/dL
CRP 24.3 mg/dL

phy demonstrated a 15 cm anechoic lesion with a

hypoechoic area in the dependent portion of the cyst

with thickening of the wall（Fig. 2）. Initial laboratory

tests revealed the following: serum glutamic

oxaloacetic transaminase concentration, 23 IU�L
（normal, ＜28 IU�L）, serum glutamic pyruvic trans-
aminase concentration, 8 IU�L（normal, ＜33 IU�L）,
serum alkaline phosphatase concentration, 152 IU�L
（normal 66 to 220 IU�L）, serum lactic dehydroge-
nase concentration, 417 IU�L（normal, 180 to 460 IU�
L）, serum gamma glutamic transpeptidase concen-

tration, 15 IU�L（normal, 8 to 39 IU�L）, serum
C-reactive protein concentration, 24.3 mg�dL（nor-
mal, ＜0.3 mg�dL）, and the white blood cell count,
13,800�µL（normal, 4,000 to 8,000�µL）. The serum
concentration of carcinoembryonic antigen was 1.3

ng�mL（normal＜2.5 ng�mL）（Table 1）. A diagnosis
of an infected hepatic cyst was suspected, and per-

cutaneous transhepatic drainage of the cyst was per-

formed. Milky yellow fluid was obtained, and the

patient’s right upper quadrant abdominal pain

resolved after drainage. The diagnosis of an infected

hepatic cyst was made and concomitant system anti-

biotic, flomoxef sodium 2 g per day, was adminis-

tered. However, diarrhea continued for 10 days after

drainage. Cytology of cyst fluid was negative for

cancer cells. Klebsiella pneumoniae was cultured from

the drainage fluid. The drainage catheter was irri-

gated with saline daily. Cystography did not demon-

strate communication between the intrahepatic bile

ducts and the cyst. Ten days after drainage, the left

lower abdominal pain resolved and barium enema

Fig. 1 Computed tomography（CT）on admission
reveals a 15 cm hepatic cyst in the anterior-
superior segment of the liver（a）. The wall
of the cyst is thickened and enhances with
contrast media（b）.

Fig. 2 Ultrasonography demonstrates a 15 cm an-
echoic lesion with a hypoechoic area in its
dependent portion and a thickened wall.
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revealed mutiple diverticula of the sigmoid colon.

The serum C-reactive protein concentration was 1.5

mg�dL, and the white blood cell count was 5,700�µL.
The drainage catheter was removed 17 days after

insertion. CT showed a thickened cyst wall and a

decrease in cyst size（Fig. 3）. The patient was dis-

charged 20 days after drainage. Infection has not

recurred and the hepatic cyst has not enlarged after

18 months.

Discussion

Most hepatic cysts are asymptomatic. Occasionally

they resolve spontaneously, but they also can cause

serious complications1－11. Infected hepatic cysts are

relatively common in patients with autosomal domi-

nant polycystic kidney disease（ADPKD）. Infected

hepatic cysts develop in up to 3％ of patients with

ADPKD who have end-stage renal failure, but in less

than 1％ of such patients before end-stage renal fail-

ure12－16. Monomicrobial infections with Enterobacteri-

aceae seem to predominate infection in patients with

ADPKD, in contrast to patients with noncystic

hepatic abscesses in whom polymicrobial infections

are most common17. In this case, a pure culture of

Klebsiella pneumoniae was obtained from the drainage

fluid. The patient may have had diverticulitis of the

sigmoid colon, and the hepatic cyst may have

become infected by hematogenous seeding, as

described in our previous report10.

Recurrence of simple hepatic cyst has been

reported after only drainage, without injection of a

sclerosing agent18－22. It has been suggested that the

sclerosing agent kills the secretory cells of the

hepatic cyst and that the decrease in size of the cyst

indicates reabsorption18. However, infected hepatic

cysts tend not to recur after only drainage, possibly

because the infection kills the secretory cells.

Ultrasonography and CT may show abnormal

findings that mimic cystic hemorrhage7,8. In this case,

CT demonstrated a hepatic cyst with wall thicken-

ing that enhanced with contrast media. In infected

hepatic cysts, CT usually shows wall thickening,

increased heterogeneous density, or gas bubbles

within the cyst12. Ultrasonography demonstrated a

15 cm hypoechoic lesion with a thickened wall. A

simple hepatic cyst appears anechoic by ultra-

Table. 2 Clinical coarse

Fig. 3 The drainage catheter was removed 17 days
after insertion. Computed tomography sho-
wed a thickened cyst wall and a decrease in
cyst size.
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sonography. Hypoechoic lesions with thickened wall

in the liver suggest that the cyst is causing serious

complications, such as hemorrhage or infection.

Infected hepatic cysts are associated with fever or

elevated C-reactive protein concentrations that

differentiate them from hemorrhagic hepatic cysts.

In conclusion, we report the case of a patient who

suffered an infected solitary hepatic cyst decreased

in size after drainage. Percutaneous transhepatic

drainage with concomitant system antibiotic admini-

stration was a definitive therapy.

References

1．Schwed DA, Edoga JK, Stein LB: Biliary obstruction
due to spontaneous hemorrhage into benign hepatic
cyst. J Clinic Gastroenterol 1993; 16: 84―86.

2．Andersson R, Tranberg KG, Bengmark S: Hemoperi-
toneum after spontaneous rupture of liver tumor: re-
sults of surgical treatment. HPB Surgery 1988; 1 : 81―
83.

3．Klingler PJ, Bodner E, Schwelberger HG: Late com-
plication after laparoscopic fenestration of a liver
cyst. Surgical Laparoscopy, Endoscopy & Percutane-
ous Techniques 1998; 8 : 76―77.

4．Lotz GW, Stahlschmidt M: Intra-abdominal bleeding
after rupture of hepatic cyst. South Med J 1989; 82:
667.

5．Yamaguchi M, Kuzume M, Matsumoto T, Matsu-
miya A, Nakano H, Kumada K: Spontaneous rupture
of a nonparasitic liver cyst complicated by intracys-
tic hemorrhage. J Gastroenterol 1999; 34: 645―648.

6．Zanen AL, van Tilburg AJ: Bleeding into a liver cyst
can be treated conservatively. Europe J Gastroen-
terol Hepatol 1995; 7 : 91―93.

7．Chang SS, Chan CC, Wang SS, Chang FY, Lee SD:
Repeated episodes of spontaneous intracystic hemor-
rhage of hepatic cysts mimicking malignancy. Chi-
nese Med J 2000; 63: 256―261.

8．Hanazaki K, Wakabayashi M, Mori H, Sodeyama H,
Yoshizawa K, Yokoyama S, Sode Y, Kawamura N,
Miyazaki T: Hemorrhage into a simple liver cyst: di-
agnostic implications of a recent case. J Gastroen-
terol 1997; 32: 848―851.

9．Yoshida H, Onda M, Tajiri T, Mamada Y, Taniai N,
Uchida E, Arima Y, Akimaru K, Yamashita K: Intra-
cystic Hemorrhage of a Simple Hepatic Cyst. Hepa-

togastroenterol 2002; 49: 1095―1097.
10．Yoshida H, Onda M, Tajiri T, Mamada Y, Taniai N,

et al: Infected hepatic cyst. Hepatogastroenterol
2003; 50: 507―509.

11．Yoshida H, Onda M, Tajiri T, Mamada Y, Taniai N,
Uchida E, Arima Y, Akimaru K, Uchida E: Spontane-
ous disappearance of a hepatic cyst. J Nippon Med
Sch 2001; 68: 58―60.

12．Telenti A. Torres VE. Gross JB Jr. Van Scoy RE.
Brown ML. Hattery RR: Hepatic cyst infection in
autosomal dominant polycystic kidney disease. Mayo
Clinic Proceedings 1990; 65: 933―942.

13．Grunfeld JP, Albouze G, Jungers P, Landis P, Dana
A, Droz D, Moynot A, Lafforgue B, Boursztyn E,
Franco D: Liver changes and complications in adult
polycystic kidney disease. Adv Nephrol 1985; 14: 1―
20.

14．Bourgeois N, Kinnaert P, Vereerstraeten P, Schou-
tens A, Toussaint C: Infection of hepatic cysts follow-
ing kidney transplantation in polycystic disease.
World J Surg 1983; 7 : 629―631.

15．Abascal J, Moya M, Martin F: Infection of hepatic
cysts in polycystic disease（letter to the editor）.
World J Surg 1984; 8 : 424―425.

16．Gesundheit N, Kent DL, Fawcett HD, Effron MK,
Maffly RH: Infected liver cyst in a patient with poly-
cystic kidney disease. West J med 1982; 136: 246―249.

17．McDonald MI, Corey GR, Gallis HA, Durack DT: Sin-
gle and multiple pyogenic liver abscesses: natural
history, diagnosis and treatment, with emphasis on
percutaneous drainage. Medicine 1984; 63: 291―302.

18．Yoshida H, Egami K, Onda M, Tajiri T, Uchida E:
Treatment of symptomatic hepatic cyst by injection
of minocycline hydrochloride. J Hep Bil Pancr Surg
1996; 3 : 491―494.

19．Goldstein HM, Carlyle DR, Nelson RS: Treatment of
symptomatic hepatic cyst by percutaneous instilla-
tion of Pantopaque. Am J Roentgen Ray 1976; 127:
850―853.

20．Bean WJ, Rodan BA: Hepatic cysts: Treatment with
alcohol. Am T Roentgen Ray 1985; 144: 237―241.

21．Umehara M, Onda M, Tajiri T, Arima Y, Yoshida H:
Clinical management for hepatic cyst. Geka Chiryo
1997; 76: 337―338. （in Japanese）

22．Yoshida H, Tajiri T, Mamada Y. et al: Long-term
results of minocycline hydrochloride injection for the
treatment of symptomatic solitary hepatic cyst. J
Gastroenterol Hepatol 2003; 18: 595―598.

（Received, January 9, 2003）

（Accepted, April 7, 2003）

518 J Nippon Med Sch 2003; 70（6）


