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Fig. 1. A 66-year-old man with recurrent pyogenic cholangitis. He showed acute, active inflammation clinically.

A. Non-contrast CT shows multiple intrahepatic stones in both lobes with hepatic parenchymal atrophy. No FAD is noted.

B. At arterial phase, multifocal patchy, non-anatomical distribution of high attenuation FADs (arrows) without bile duct wall en-
hancement are noted.
C. At portal phase, high attenuation areas disappeared. Bile duct wall enhancement (open arrows) is noted.

D. On microscopic image of pathologic specimen from the lateral segmentectomy, dense inflammatory cell infiltration with under-
lying fibrosis reflects active inflammation in the hepatic parenchyma (H & E staining, x 100).
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Fig. 2. A 64-year-old man with recurrent pyogenic cholangitis. He had complained intermittent abdominal pain for more than 10
years but he was in the subclinical state at CT scan.

A. Non-contrast CT reveals ill-margined geographic focal low attenuation area (arrowheads) is noted in the hypertrophied left lobe.
Also caudate lobe is hypertrophied.

B, C. At arterial (B) and portal (C) phase, this low attenuation area does not enhance. Bile duct wall enhancement is not visible.

D. Pathologic specimen from lateral segmentectomy reveals severe fibrosis replacing hepatocyte with minimal inflammatory cell,
reflecting long-standing, chronic inflammation (H & E staining, x 100).
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Fig. 3. A 63-year-old man with recurrent pyogenic cholangitis. He was in the subclinical state.

A. Non-contrast CT shows left lobe atrophy and dilated bile duct with multiple intrahepatic stones. No FAD is noted.

B, C. Arterial (B) and delayed (C) phase CT do not show FAD in hepatic parenchyma and bile duct wall enhancement.

D. Pathologic specimen from lateral segmentectomy reveals minimal inflammatory cell infiltration and fibrosis confined to the bile
duct. (H & E staining, x 100).
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Table 1. Correlation Between FAD on Spiral CT and Clinical
Findings (p<0.001)

+ Clinical findings
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FAD': focal attenuation differences

Table 2. Correlation Between FAD on Spiral CT and Pathologic
Results (p<0.001)
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Recurrent Pyogenic Cholangitis: Clinico-Pathologic Correlation of
Focal Attenuation Differences on Multi-Phasic Spiral CT"

Jun Yong Jeong, M.D., Joon Koo Han, M.D., Tae Kyoung Kim, M.D., Seog Joon Kim, M.D.,
Hyun Bum Kim, M.D., Byung Ihn Choi, M.D.

'Department of Radiology, Seoul National University College of Medicine and the Institute of Radiation Medicine, SNUMRC

Purpose: To determine the clinical and the pathologic significance of the focal attenuation differences (FAD)
and bile duct wall enhancement occurring in recurrent pyogenic cholangitis (RPC) and seen at multiphasic spi-
ral CT.

Materials and Methods: Among the multiphasic (non-contrast, arterial and portal or delayed phase) spiral CT
findings of 60 consecutive patients, two types of FAD were noted during the non-contrast phase. These were
Type A (iso) and Type B (low attenuation), and their distribution pattern (lobar versus patchy, multifocal) and
the and the presence or absence of bile duct wall enhancement were recorded. The radiologic findings were
correlated with the clinical and pathologic findings.

Results: Two types of FAD were noted in 40 of the 60 patients. Active in flammation was present in 19 of the
27 with Type-A and in ten of the 15 in whom the presence of RPC was pathologically proven. Ten of the 13
with Type-B FAD were in a subclinical state, and nine of the ten in whom RPC was pathologically proven had
chronic inflammation. Among 20 patients who did not have FAD, RPC was subclinical in 18 and dormant in
nine of the eleven in whom its presence was pathologically proven (p<0.001). Clinico-pathologic correlation
with bile duct wall enhancement and the distribution pattern of FAD showed no statistical significance.
Conclusion: The inflammatory activity of RPC can be predicted by analysis of the FAD seen at multiphasic
spiral CT.
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