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MR cholangiopancreatography alone in diagnosis of biliary complications after liver transplantation
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[ABSTRACT] Objective: To evaluate the clinical value of MR cholangiopancreatography (MRCP) as the only imaging proce-
dure in diagnosing biliary complications after orthotopic liver transplantation (OLT). Methods: The MRCP results were ana-
lyzed in 54 consecutive patients presented with clinical or biochemical signs of biliary complications after receiving OLT, and
were compared with the findings eventually confirmed by surgery, direct cholangiography, and clinical follow-up. Two different
MRCP snapshot techniques were applied: thick-slab T,-weighted sequences and multi-section thin-slab T,-weighted sequences.
Results: Surgery, direct cholangiography, and clinical follow-up confirmed that 36 patients had biliary complications. MRCP
had a sensitivity of 100% (36/36) in diagnosing biliary complications after OLT, with a positive predictive value of 91.7 % (33/
36), a false-positive rate of 5.56%(2/36), and an overall diagnostic accuracy of 94. 4% (51/54). MRCP as the only imaging
procedure achieved a specific diagnosis in 96. 3% (52/54) of the patients in the present study. Only 2 patients required additional
endoscopic retrograde cholangiopancreatography and percutaneous transhepatic cholecystostomy. Direct cholangiography was re-
quired only as a therapeutic procedure in 25. 9% (14/54) of the patients. Conclusion; MRCP is an effective imaging procedure in
the assessment of biliary complications after OLT. Direct cholangiography is not needed for diagnosis but should be reserved as
a therapeutic procedure.
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Tab 1 MRCP and final diagnosis of patients with
orthotopic liver transplantation with clinical or

biochemical evidence of biliary complications

Diagnosis MRCP Final
Biliary complication 36 36
Anastomotic stricture 16 14
Nonanastomotic stricture-ischemic 8 9
cholangitis
Arterial thrombosis - 5
No arterial thrombosis - 4
Biliary stone or sludge(solitary) 8 7
Donor-to-recipient common 4 6
bile duct disproportion
Without biliary complication 18 18
No abnormality - 2
Other complications 4 16
Rejection of transplanted liver - 5
Recurrent viral hepatitis - 6
Benign stenosis 2 2
Liver abcess 1 1
Pancreatitis 1 1
Acute viral hepatitis - 1
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B1 MEOBSERE,FHEEEZY K
Fig 1 Severe stricture at anastomosis with marked
intrahepatic bile duct dilatation ( thick-slab MRCP)

Arrow indicates severe stricture at anastomosis

B2 BEIABELR
Fig 2 Common duct stones
A: Thick-slab MRCP; B: Coronal thin-slab MRCP. Arrows indicate

common dUCT stones

B3 #HEEEAERCRRISAMEORE
Fig 3 Donor-to-recipient-common bile duct
disproportion misdiagnosed as anastomotic stricture
A': Thick-slab MRCP; B: Percutaneous transhepatic cholangiogram.

Arrows indicate common bile duct disproportion at anastomosis
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B4 BROEEERXSEKFREEE
Fig 4 Long hilar stricture is consistent with non-anastometic stricture due to ischemic cholangitis
A Thick-slab MRCP, arrow indicates long hilar stricture in MRCP. B: Cholangiogram, arrow indicates long hilar stricture in MRCP. C: Gross
histologic specimen, signal loss in proximal common hepatic duct extends to distal main left and right hepatic ducts. Long hilar stricture is con-
sistent with non-anastomotic stricture due to ischemic cholangitis. Photograph of gross histologic specimen after retransplantation shows thicken-
ing of biliary bifurcation with non-anastomotic mural stenosis. Arrows indicate thickening of biliary bifurcation with mural stenosis in gross his-

tologic specimen

Be EAMERFEEEHRAERESH
FFAREE H 3K, PSP ESE K WA BIRE

B s RETEER,ERTR Fig 6 Short hilar stricture of common hepatic
HRERER(ER) duct and right and left hepatic ducts induced
Fig 5 Biloma forming and presence of necrotic intrahepatic biliary ductal dilatation without obvious
debris and biliary sludge  thick-slab MRCP) extrahepatic bile duct stricture

Lo . A: Thick-slab MRCP; B: Cholangiogram. Arrows indicate short hi-
Arrow indicates biloma

lar stricture

B 7 1 Bk AR SRS B

Fig 7 False diagnosis of a patient with ischemic-cholangitis

A: Dilatation of intrahepatic ducts seemingly caused by biliary sludge in common bile duct proximal to anastomosis, with no obvious anastomotic
stricture(thick-slab MRCP) ; arrow indicates doubtful biliary sludge. B: Repeated MRCP showed multiple intrahepatic short hilar stricture
(thick-slab MRCP). Arrows indicate multiple short hilar stricture. C. Hepatic artery thrombosis was documented with DSA, suggesting ische-

mic-cholangitis(DSA) ; arrow indicates hepatic artery thrombosis
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