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— Abstract —

Ultrasonography of Jaundice

Byung Jae Cho, M.D., Sang Hoon Bae, M.D., Seung Ro Lee, M.D., Chu Wan Kim, M.D.

Dept. of Radiology, Seoul National University, Medical College

The importance of ultrasonography in the evaluation of jaundice is stressed with an analysis of 47 cases of

jaundice.

31 cases proved to be obstructive and 16 non-obstructive jaundice. Obstructive jaundice could be differen-

tiated from non-obstructive jaundice in all but 2 cases, (96%). The site of obstruction in 31cases of obstructive

jaundice could be predicted correctly in 23 cases of 31, (90%), and cause of obstruction with an accuracy of

35% as well.

One can certainly recommend ultrasonography as an initial procedure of choice in jaundice patients.
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Table 1. Pathoanatomic diagnosis of jaundice

patients

Medical jaundice(16 pts) Surgical jaundice(31pts)

Hepatitis 6 C.B.C. stone 12
Cholangitis 5 Pancreatic carcinoma 7
Cirrhosis 3 C.B.D. cancer 6
Hepatoma 1 Ampulla cancer 3
Stomach cancer 1 G.B. cancer with 1
with iver regional invasion

metastasis Intrahepatic stone with 1

G.B. stone
Hepatoma with rupture 1

into biliary tree

Table 2. Correlation between intrahepatic
biliary dilatation and jaundice

medical jaundice surgical jaundice

Dilatation 2% 29
No dilatation 14 2
Total 16 31

* proximal dilatation due to hepatoma and metas-
tasis from stomach
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Table 3. Obstructive Level of Surgical Jaundice
US 3 :
Obstrutive level Dilated CBD  Not dilated CBD
Proximal C.B.D. 0 3
Distal C.B.D. 24 4%

*] case is confirmed to be not dilated by opera-
tion,
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V. & ®

HHEEY ZEHEE d=txE Jikel 43
ol B&sta pEEEeH BER FiEsE A okt BAR
#yl %<l R ol o 4 2] 4l (bilirufin) &7} 4mg/dl
Pibol® fud RElkIEE 4mg/dl &S 17317
7 Wk ERITIEE R Y ARSI AT IR

= 371 —



Table 4. Etiological Diagnosis of Surgical
Jaundice

Etiological Diagnosis Correct Dx
C.B.D. stone 7/12
Pancreatic carcinoma 3/7
C.B.D. cancer 0/6
Intrahepatic stone with G.B. stone 2/1
G.B. cancer with regional invasion 0/1
Ampulla cancer 0/3
Hepatoma with rupture into biliary tree 0/1

Total 11/31(35%)
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Fig. 1. Normal CBD
Longitudinal scan in LPO : Sonolucent cystic
structure is gallbladder (GB), not dilated, anterior
located CBD (arrows), and posterior located portal

vein (P).
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Transverse scan :

Fig. 2.
Markedly dilated biliary trees with tortuosity.
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Fig. 3. Parallel channel sign:
Transverse scan : Anterior located, dilated left
intrahepatic biliary tree(arrow), posterior located

portal vein (arrows).
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Fig. 4. Distal CBD stone
(A) Longitudinal scan in LPO. Markedly dilated CBD, compressed protal vein(arrow head) and
enlarged gallbladder with sludge (S).
(B) More elevated than A : Dense echo (arrow) within dilated CBD, with shadowing (S).
{C) ERCP : CBD stone within dilatated CBD (arrow).
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Fig. 5. Pancreatic head cancer
{A) Longitudinal scan in LPO. Marked dilatation of CBD (C), comparing with portal vein (P).
(B) Transverse scan solid tumor mass in pancreatic head (arrows). Enlarged gallbladder (G).
(C) ERCP: Typical double duct sign suggests pancreatic head cancer.

Fig. 6. Biliary cancer in CHD :

(A) Longitudinal scan : Dilated intrahepatic biliary ducts.
(B) Longitudinal scan in LPO : Not dilated CBD
contracted gallbladder (g).

(arrows), Comparing with portal vein (P),

(C) ERCP: Biliary cancer at trifurcation of CHD (arrow).
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