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Diagnosis and management of congenital choledochal cyst plus accessory hepatic duct. Wen Zhe, Liang
Qifeng. Guangzhou Women & Children Medical Center. Guangzhou 510000, China.

[ Abstract] The parahepatic duct is a rare biliary tract mutation in clinical practice. Although the inci-
dence of cholangiocarcinoma with parahepatic duct is not high, unreasonable treatment often leads to postopera-
tive complications, so it needs special attention in clinical practice. With the advancement of laparoscopic tech-
niques, laparoscopic can be used to complete the formation of the accessory hepatic duct, and its minimally in-
vasive advantage is more obvious. The author aims to combine his clinical experience to present his own views
and thoughts on the diagnosis and management of congenital choledochal cyst combined with the accessory he-
patic duct.
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Fig.1 Classification of aberrant hepatic duct
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