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Fig. 1 Abdominal echogram showed dilation and
thickening of intrahepatic bile ducts at the proxi-
mal side in the left lobe. (A : 13.0mm, B :7.1mm)
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Fig. 2 a: Endoscopic retrograde cholangiopancreatography (ERCP) revealed stenosis of

the left hepatic duct (arrow). b : Magnetic resonance cholangio-pancreatography (MRCP,
performed one month after ERCP) showed cystic dilatation of the left intrahepatic bile
ducts (arrow).

Fig. 3 Resected specimen showed diffuse thicken-
ing of the left hepatic duct mimicking tumor (ar-
row).

Fig. 4 Fibrotic changes with inflammatory cells we-
re seen around the bile ducts in the left lobe (H.E.
x100).

MEFREZRD L o2b DD, ZDH% MRCP
TPSC LW L9 5585580 b/ Zofiifl
S 5%MRCP2ETEITHEFHELSLTH
%997,

PSC OZ Wiz B W THEIZ AR 5 O EERE
DPEAETdH 5. PSC 12 BT B0 AF1E PSC #k
Bl 11% L BETHozeHmEEINY, o LIE

LISRHBSRIc AT L ST 3Y. F# %
HET 2 EELIFRERO L ICEM R BRI T
5. BUE, CAL9-9 & LOME~— 7 — %250,
AR IRV EEZSNREY. —T, Wi}
BB TRIEIE T 52 1Z PSC DB W IZH L
THRERBEDPIE S & — ¥ PREETZE D720
N EEMA (endoscopic ultrasonography) iR
BT M (intraductal ultrasonography)
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Fig. 5 Abdominal echogram showed tumor-like sha-
dow at the hepatic hilum. (A:27.9mm, B:59mm)

Fig. 6 PTBD demonstrated diffuse purned tree ap-
pearance in the periphery of both lobes (arrow)
as well as stenosis of the hepatic bile duct.

Fig. 7 a: Marcoscopic findings of the surgical specimen showed severe stenosis and thickening of the hepatic bile

duct at the hilum. b: Fibrotic changes with inflammatory cells were seen extending from the common hepatic duct
to the right hepatic duct (H.E, x10). ¢ : Adenocarcinoma was focally detected in Bs (H.E.,, x100).

PEHTH D LML, BETIIHERD 3 @k
EIZBWTE 2 @2 PSC TIRIBE LT, &R
WIEDPMEL T b L Ehp?. F72, s
1& helical CT & < IZ multislice CT (MDCT) #%iH
EREOMEE L SRz 2 KB T 2 DICHEHTH D L b

BRTWS, 2D L)% PSCHEHEDOHFEHZ D HD
DRI T BT A A L2 GE, BUWRES
PEOMRENZ EEIRE W2 5. T, ERIC
Lo TITRFLBEMPBEICL Y 75 v ¥ v 7l
TRRATL720, AER 2 O X 9 2 g EE I
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B TIZ PTBD Z MM HidT L C, W 2 X %
&I, PRI & 0 iR W O ] RE kD
x5,

PSC 3SR IC RS & S, #ITL
72 PSC O & B U O FEIZBIED &
C AW AR O R O T B T PSC
DIFBHEZ TO 5 AEELLFRITT0% B2 5 H
HOBREOLND LI o7, HALIKESL ET
2, SR AR EOR S L g, LidL
EEPHEICH LTTH L. GIHED ) H#EEIH
BRZEOEG IV e nE SNED, FBETHIN
EROWREIED ZR L C, EEGREIFHE F L) —
T, WHSENNER & & D ICHIlE % EoRES
Wi+ & THh 57, 'F AR To diffuse
7 IR ARz TIIAVRHIIE R LI LIS & 2 %
A, BREICBWTCREEOREEZZEEL TD
L ATEIIC IR 2 MRS R & TH B0, —2id
PSCIZHE ) IHEH OEIG A% ) Huhr b TH
D, b9 —2IE PSC A HER DY E, FEPSC
MBI & R L TP &ANE <, PSC 25T
FTHETHIIEEEN, LENBHTHS. PSC
WAPRERE DIRH T LTI F oA v &
MR2Za ey 2idawvy. LaL, JNIF S 25
LTWwa X912, ZOMETEICET HIHHRMH &
PSC HEDHEE T 1% % Z 1 L o 6 H i ¢t %
HDLRETHASH. TOEKTIE, PSC HED
TFHRVBRIEZEZONL RGO HER 2 FEFIZH
WTFMBEIN DS L TR E LTHRUTH -
TetEZOLND.
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Two Cases of Primary Sclerosing Cholangitis

Masayuki Tori, Masaaki Nakahara, Hiroki Akamatsu, Shin Mizutani,
Katsuhide Yoshidome, Shigeyuki Ueshima, Kazuyasu Nakao and Masahiko Tsujimoto®
Department of Surgery and Department of Pathology™*, Osaka Police Hospital

Primary sclerosing cholangitis (PSC) is classified according to lesion site into a diffuse type and a localized
type, and it is often difficult to accurately diagnose and appropriately treat either of them. We recently en-
countered and successfully operated two cases of localized-type PSC. Case 1 was in a 37-year-old man with lo-
calized-type PSC. During examinations for gallbladder polyps, diagnostic imaging revealed dilatation of the
bile ducts in the left hepatic lobe. Since the possibility of malignancy could not be ruled out, the left hepatic
lobe and the caudate lobe were resected. Histopathological examination of the resected specimen indicated
PSC alone, with no evidence of malignancy. Case 2 was in a 63-year-old man with localized-type PSC. His chief
complaints were weight loss and jaundice. Diagnostic imaging, including CT scanning, disclosed a tumor in
the porta hepatis, and cytological examination of bile obtained during percutaneous transhepatic bile drainage
(PTBD) revealed class V in cytology. Based on a preparative diagnosis of cholangiocellular carcinoma, we per-
formed extended right hepatic lobectomy, and in both cases the postoperative course was favorable without
any evidence of recurrence. We concluded that operative management should be actively considered for pa-
tients with localized-type PSC.
Key words : sclerosing cholangitis, cholangioma, direct cholangiogram
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