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The Role of MRCP in the Diagnosis of Extrahepatic Bile
Duct Cancer: Comparison with ERCP

Jeong Hun Seo, M.D., Myeong~Jin Kim, M.D.”, Jae Bock Chung, M.D.,
Young Myung Moon, M.D., Jin Kyung Kang, M.D. and In Suh Park, M.D.

Departments of Iniernal Medicine and Diagnostic Radiology*, Institute of Gastroenterology,
Yonsei University College of Medicine, Seoul, Korea

Background/Aims: Although the gold standard for evaluating the extrahepatic bile duct cancer is
endoscopic retrograde cholangiopancreatography (ERCP), the procedure is associated with compli-
cations such as cholangitis and pancreatitis. In contrast, magnetic resonance cholangiopancreato-
graphy (MRCP) is a noninvasive diagnostic modality capable of producing high-quality images of the
pancreato-biliary tree. The purpose of this study was to examine the diagnostic accuracy of MRCP
and the difference between the images of MRCP and ERCP. Methods: We retrospectively analyzed
17 patients who were diagnosed as extrahepatic bile duct cancer between July 1995 and June 1997.
All patients underwent ERCP and MRCP. In MRCP, fast spin echo was used in 10 cases and single
shot fast spin echo was used in 7 cases. Malignant obstruction was confirmed in 12 patients by
surgical findings and in 5 patients by clinical follow-ups and imaging findings. Results: The ERCP
and the MRCP showed sensitivities of 100% and 94% for correct level of obstruction, 100% and
88% for causes of obstruction, 47% and 82% for recognition of the upper margin of lesion, 100%
and 82% for recognition of the lower margin of lesion, 47% and 100% for visualization of the bile
duct proximal to obstruction, and 100% and 93% for visualization of the bile duct distal to obstruc-
tion, respectively. Conclusions: The MRCP has a diagnostic accuracy similar to ERCP and shows
excellent images in recognition of upper margin of lesion and visulaization of the duct proximal to
obstruction in extrahepatic bile duct cancer. Therefore, it can be used as a primary diagnostic tool
before ERCP or in cases that ERCP is incomplete or cannulation of the duct is not possible. (Kor
J Gastroenterol 1998;32:87 - 96)
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Distal CBD Cancer

Fig. 1. Distal CBD cancer. A 61-year-old woman with fever. MRCP showed mild biliary ductal dila-
tation and narrowing of bird-beak apperance (arrow) in intrapancreatic portion of the common bile duct.
This morphologic features could not allow a reliable distinction between benign and malignant strictures.
Coronal MR image demonstrated the low-signal lesion in the distal CBD. Gross specimen after Whipple
procedure revealed adenocarcinoma (arrow) involving distal CBD. ERCP showed a dilated biliary tree
proximal to a filling defect (arrow) in the distal CBD.
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Proximal CBD Cancer: False Dx on MRCP

l"ig.Z.meimalCBDcancer.AS&ywoldwmmM&jammﬁce.ERCPoonﬁnnedmcptmmof
obstruction (arrow) involving the proximal common bile duct. MRCP only visualized biliary ductal
dilatation above the proximal common bile duct. The result of this examination was false-negative
because the lesion in the proximal common bile duct was not recognized due to gall bladder image
(arrow). Cm:mlsourcelmagmatdxelevelofﬂaepmxlmalconmmbﬂedxts}nwedalow—mgmlarea )
(arrow) obscured on previous MIP reconstructions, emphasizing need to consult source images in

addition to reconstructed images.

Table 1. Comparison of ERCP and MRCP in the Diagnosis of Extrahepatic Bile Duct Cancer (n=17)

ERCP MRCP
p-value

n % n %
Level of obstruction 17 100 16 94 NS
Causes of obstruction 17 100 15 88 NS
Upper margin of lesion 8 47 14 82
Lower margin of lesion 17 100 14 82 NS
Bile duct proximal to obstruction 8 . 47 17 100
Bile duct distal to obstruction 14/14 - 100 13/14 93 NS
Complications 0 0 NS
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CHD Cancer

Fig. 3. CHD cancer. A 49-year-old man with jaundice. ERCP visualized
the presence of stricture (arrow) above a proximal common bile duct, but
therewaspooropaciﬁcaﬁmofductproximaltosuictmeanddcwctimof
upper margin of the lesion. MRCP showed a 1.5 cm sized segment of
signal dropout on the common hepatic duct (arrow) and biliary ductal
dilatation proximal to it, but the duct distal to the site of obstruction and
lowermarginofﬂxel%ionwerenotvisualizedinﬂﬁscase.&ossspecimm
affer segmental resection of the bile duct and cholecystectomy re
elevated lesion of the common hepatic duct, Coronal MR image showed a
round filling defect (arrow) in the common hepatic duct.
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Mid-CBD Cancer

Fig. 4. Mid CBD cancer.' A 70-year-old man with abdominal pain. ERCP and MRCP images showed
mild biliary ductal dilatation ‘above the mid common bile duct stricture. The bile ducts proximal and
distal to the site of obstruction and both margin of lesion (arrow) were visualized in this case. Thin slice
corona}MRCPsowceimagésshowsaﬁllingdefect(unow)inmenﬁdcmmnonbﬂeduct.
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