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MDCT) (Sensation 16: Siemens, Erlangen, Germany)&
AFEEF o o] &4 29A 120 mL(Ultravist 300:
Schering, Berlin, Germany)& AHe597|5 o]-&3}
F2-3mL 52 AW FHHEHEZ FYTt. 294 79
40z TR A4S, 0% Foll v 427] d4s
At AR AR BE A 1.5 mmAE7] E 2%
1.0 pitch, 9 mm/s Hlo|E o]Foz Aqsct. 275w
9 29<%S 1.5-T scanner(Signa Excite, GE
Healthcare, Milwaukee, Wisconsin, U.S.A)Z A5 =Y
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Fig. 1. 68-year-old man with mild infestation of clonorchis sinensis.

4

T MR 99E 2399 Gl St Felstel

27% BASGOR, 20 G 199 FPIs ot
:]

gHAe] Gy BAS 25utelA 2 e
S, et Zrelgae] &, gteldae] sy, Hae
HIZ P, 5] FE 2AReion, CT ® MR 4
FollM 2z il 2, et el 24
rolgykel sbg, wbue] Wl wa e 295, A
Ao 2954, G 57 RS AT (Tables 1,
2).

A. Transverse scan of left hepatic lobe shows severe dilatation of bile ducts with echogenic bands (between arrows) along dilated

bile ducts, indicating severe fibrous thickening of wall.
B. The common bile duct is not specific (arrow).

C. D. CT scan shows diffuse mild uniform dilatation in both peripheral intrahepatic ducts and periductal fibrous tissue is enhanced

(arrows).

— 534 —



CHEIBAOIEISIAI 20105 62 : 533-540

Table 1. Positive Rates for US Features in Acute Cholangitis with-
out Biliary Obstruction (31 cases)

Item Positive rate(%) No. of case
Dilatation of IHD 58.1 18
Dilatation of IHD & EHD 25.8 8
Dilatation of EHD 16.1 5
Duct wall thickening 83.9 26
Liver abscess 12.9

Ascites 3.22 1

Fig. 2. Acute suppurative cholangitis caused by duodenal reflux after Billroth type I anastomosis in a 72-year-old man with abdomi-
nal pain, a high fever, and jaundice.
A, B. Contrast-enhanced CT images show profound dilatation of bile ducts with periductal (arrows) and pericapsular (arrowhead)
enhancement.
C. Transverse ultrasonogram shows diffuse hyperechoic thickening of the gallbladder wall-a finding indicative of acute inflamma-
tion (arrow).
D. Both intrahepatic ducts show also diffuse dilatated with hyperechoic thickening (arrows).
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Fig. 3. 43-year-old woman with epigastric pain.

A. Coronal reformated contrast-enhanced fat-suppressed T1-weighted image shows mild dilatation in common bile duct with wall
thickening and enhancement (arrow).

B. Abnormal mass or stone is not noted in distal common bile duct.

C. In ultrasound, common bile duct shows wall thickening at transverse scan (arrows).

D. 2 days ago, axial non-contrast CT scan checked in local clinic shows small calcified stone (arrow) in distal common bile duct
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Table 2. Positive Rates for CT or MR Features in Acute
Cholangitis without Biliary Obstruction (31 cases)

Item Positive Rate(%)  No. of Cases
Dilatation of IHD 58.1 18
Dilatation of IHD & EHD 25.8 8
Dilatation of EHD 16.1 5
Duct wall thickening 83.9 26
Wall enhancement 77.4 24
Parenchymal enhancement 38.7 12
Liver abscess 12.9

Ascites 3.22 1

77.4% 0 X Lrebst

AL FERlo] FelehA] 2 ol AT Haede
A zgrt, 5 F A% A
A A5, Aol A Fol AATHTable 3).
Al aEvrt SIid 159
Az 1267} Zh gkl = @kakla(Fig. 1), v 3907F
s} e eyke] B WSt gl 1247F 2~3
mm °We] Ao gy vFE 1Blom 2994 3 mm
opdel ARk Hd HI$E wBilen ld= 2 mm ofshe] A
ARE BT 2954 § CTU MRICIA 2] =4

C
Fig. 4. Acute suppurative cholangitis caused by duodenal diverticulum in a 70-year-old man with abdominal pain, a high fever, and
jaundice
A, B. Axial contrast enhanced fat-suppressed T1-weighted images show mild dilatated both intrahepatic ducts (arrow) and common
bile duct with wall thickening (arrowhead) and periductal prominent enhancement.

C., D. At distal common bile duct level, large air filled duodenal diverticulum (arrow) is noted with indent distal common bile duct
(arrowhead). His symptom was relieved after diverticulectomy.
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Patient Number

Clonorchis sinensis

Table 3. Summary of Cause in Acute Cholangitis without Distal
Biliary Disease

Biliary Occlusion
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Acute Cholangitis without Biliary Obstruction:

Causes and Radiologic Features'

Jung Hyun Jo, M.D., Hee Jin Kwon, M.D., Myongjin Kang, M.D.,
Seong Kuk Yoon, M.D., Jin Han Cho, M.D.

'Department of Radiology, Dong-A University, College of Medicine, Busan, Korea

Purpose: The aim of this study is to determine the causes of acute cholangitis without the biliary obstruction
and radiological findings.

Materials and Methods: This study was performed retrospectively. A total of 135 patients diagnosed with acute
cholangitis in a clinical setting based on the review of the radiologic findings from an ultrasonogram (USG),
computed tomogram (CT), or magnetic resonance images (MRI). Among them, patients with a biliary obstruc-
tion as a result of a stone, tumor, lymph node, stricture were excluded. A total of 31 patients had acute cholan-
gitis without a definite biliary obstruction. We analyzed their causes and imaging features with the USG and
CT image.

Results: The causes of acute cholangitis without biliary obstruction included Clonorchis sinensis cholangitis in
15 cases (48%), post-operative swelling after gastrojejunostomy, pylorus preserved partial duodenectomy, and
choledochojejunostomy in 7 cases (22.6%), recent spontaneous passage of a distal CBD stone in 3 cases (9.7%),
compression effect by the large duodenal diverticulum in 2 cases (6.5%), and unknown causes in 4 cases
(12.9%).

Conclusion: Acute cholangitis may be associated without a distal biliary obstruction. USG, CT, or MR imaging
can provide precise information as well as help to differentiate the causes of acute cholangitis.
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Cholangitis
Tomography, X-Ray Computed
Magnetic Resonance Imaging
Ultrasonogrpahy
Acute Diseases
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