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Fig. 1 Endoscopic retrograde cholangiography of
the case 1. There was a stenosis from the right he-
patic duct to the common hepatic duct. This case
was diagnosed as a hilar cholangiocarcinoma Bis-
muth type Ia. BA, right anterior bile duct ; BP,
right posterior bile duct.

Fig. 2 Abdominal computed tomography of the
case 1. Although there was no tumorous lesion,
swelling of lymph nodes along the hepatoduodenal
ligament and the common hepatic duct were ob-
served (arrows).
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Fig. 3 Resected specimen of the case 1. There was
a wall thickness in the right hepatic duct. LHD, left
hepatic duct ; RHD, right hepatic duct ; CBD, com-
mon bile duct ; LN, lymph node.
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Fig. 4 Pathological micro photos of the case 1. There was an extensive lymphoplasmacytic

inflammatory infiltration under the mucosa of the bile duct. No tumorous lesion was

detected. CHD, common hepatic duct.

Fig. 5 Percutaneous transhepatic cholangiography
of the case 2. There was a stenosis from the conflu-
ence of B4 and the common hepatic duct. The
right hepatic duct was not visualized. This case
was diagnosed as a hilar cholangiocarcinoma Bis-
muth type Illa.
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z = JE®, follicular cholangitis' 7z E5E 2 S 5.
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T 1AL M IR A R, IgG4 B % JH HRY, xan- Fig. 7 Resected specimen of the case 2. There was

thogranulomatous cholan gitis”m), JE B R % a wall thickness from the right hepatic duct to the
common hepatic duct.

Fig. 6 Abdominal computed tomography of the
case 2. There was a tumor in the right hepatic
duct. A swelling of paraaortic lymph node was also
detected.

Fig. 8 Pathological micro photos of the case 2. There was an extensive lymphoplasmacytic

inflammatory infiltration and fibrosis under the mucosa of the bile duct. No tumorous lesion
was detected.
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Two Cases of Non-specific Chronic Cholangitis at the Hepatic Hilum
Masquerading Hilar Cholangiocarcinoma

Yukihiro Yokoyama, Shinya Watanabe, Hideki Nishio, Tomoki Ebata,
Tsuyoshi Igami, Gen Sugawara and Masato Nagino
Department of Surgery, Division of Surgical Oncology, Nagoya University Graduate School of Medicine

We report two cases of benign biliary stricture in the hepatic hilum diagnosed as malignant biliary stricture.
Both had obstructive jaundice and required biliary drainage. Computed tomography (CT) showed abdominal
lymph node swelling, but cholangiography showed no primary sclerosing cholangitis. The bile duct in the he-
patic hilum showed severe stenosis predominantly on the right side. Both cases were diagnosed as Bismuth
type IIla hilar cholangiocarcinoma. We conducted right hepatectomy and caudate lobectomy with extra he-
patic bile duct resection. Pathological findings indicated extensive lymphoplasmacytic inflammatory infiltra-
tion under bile duct mucosa. The definitive diagnosis was chronic cholangitis with no finding of malignancy.
When diagnosing a case of biliary stricture in the hepatic hilum, one should consider the possibility of benign
biliary stricture other than hilar cholangiocarcinoma.
Key words : hilar cholangiocarcinoma, benign biliary stricture, chronic cholangitis
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