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The Usefulness of Magnetic Resonance Chol-
angio-Pancreatography in the Diagnosis of
Choledochal Cyst

Yong Hoon Kim, M.D., Soon Ok Choi, M.D., Woo Hyun
Park, M.D. and Hee Jung Lee, M.D.!

Purpose: Choledochal cysts are cystic or diffuse dilatation
of any portion of the biliary tree. An anomalous pancreati-
cobiliary ductal union (APBDU) is one of the commonly
accepted causes of a cholodochal cyst. The ability of MRCP
to demonstrate an APBDU has not been established in
children and appears to have limited value in demonstrating
an associated APBDU. We investigate the usefulness, and
application, of MRCP in delineating the cyst type and an
APBDU in patients with choledochal cysts, and compared it
with operative cholangiography.

Methods: Ten children with choledochal cyst, who had both
MRCP and cholangiography, as preoperative diagnostic mo-
dalities, at the Division of Pediatric Surgery, Keimyung
University, Dongsan Medical Center, between March 1999
and August 2002, were selected for this study. We analyzed
and compared their MRCP images with those of the
intraoperative cholangiographies, with regard to the type of
cyst, size and association of an APBDU.

Results: The types of the choledochal cyst, based on the
MRCP, were two la, three Ic, and five IVa, whereas those
based on the operative cholangiographies were one Ic and
nine IVa. A common channel was demonstrated by MRCP
and operative cholangiography in four (40%) and six (60%)
of the ten patients, respectively. Each diagnostic modality
correlated with the size (Pearson correlation, P <0.01) and
the length of the cyst, but an APBDU on both modalities
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did not reach statistical significance, even though the com-
mon channel was not identified in a large cyst on MRCP.
Conclusion: MRCP is a noninvasive and safe diagnostic
modality for the delineation an APBDU in children with cho-
ledochal cysts. However, it has limited value for demon-
strating an APBDU in children with a large cyst due to
overlapping with the pancreaticobiliary ductal system. Opera-
tive cholangiography seems to be more valuable than MRCP
in patients with large choledochal cysts. (J Korean Surg
Soc 2003;64:402-407)

Key Words: Choledochal cyst, Anomalous pancreaticobiliary
ductal union (APBDU), Magnetic resonance chol-
angiopancreatography (MRCP), Operative chol-
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ZFade] 771 MRCP 4704 3.0%0.8 cmollA] 20
x10 cm®| VN2, & £ G 2 &A= 2.0x1.0 cm
ol A 20x10.5 cme| Z7| 2 tjekstA LEFTH(Table 1, 2).
7+ ek uh of] 4] 5_1451 o] =27) ARBAES E 7o)
7+2] Pearson A3WAT= 0.906 (P<0.01)0] 3L 8] 719
Pearson AHAIFE 0.892 P<00DE F Rgh vk 7o) o}
27] ZAe Ael7t gl rh(Fig. 1).

ERaiad 9*°'5J 75‘-‘%% T A AAZ MRCPoIA = 49
oI FE F Hdg T é%‘%oﬂ*i‘“ 6Holdct FF
o] =P cﬂoﬂﬂ 7 Akl whel Z4% Fe
o] 2715 ZAolet L] E v] sl MRCPoIIA &= Zo]
7} 4.08+0.83 cm (meantSD), T% F @i =g Eol|A
8.18+6.04 cm (mean=SD)o| 3 (t=1.326, P<0.220), Ylo]=

Table 1. The findings of preoperative MRCP*

Age Size CC’ present
Sex (mofths) (cm) (mI:n) Type
F od* 4x3 - Va
F 6 10x7 - Ia
F 7 3x3.2 - Ia
F 27 3x0.8 15 Ic
F 43 5%2 12 Ic
F 43 7x4 - IVa
M 49 4x12 14 Ic
F 151 20%10 - IVa
F 162 13x8.5 - IVa
F 257 43x2.4 15 IVa

*Magnetic resonance cholangiopancreatography; " Common channel;
¥
Day.

Table 2. The findings of operative cholangiography

Age Size CC* present
Sex (mor%ths) (cm) (mlin) Type
F od’ 2x1 - IVa
F 6 7.5%4.5 - IVa
F 7 5.5x4 - Ia
F 27 5.5%1.5 14 IVa
F 43 4x1.5 10 IVa
F 43 8x4.5 3 IVa
M 49 4x1.8 12 IVa
F 151 20%10.5 5 IVa
F 162 9.3%6 - IVa
F 257 7.6x3.4 15 IVa

*Common channel; ' Day.
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Fig. 1. Correlation of choledochal cyst size between magnetic resonance-cholangiopancreatography (MRCP) and operative cholangiography.

Fig. 2. A 15-year-old girl presented

with palpable mass and abd-
ominal pain. (A) Coronal
MRCP* shows type IVa cho-
ledochal cyst with no iden-
tifiable APBDU", (B) Oper-
ative cholangiography reveals
APBDU measuring 5 mm.
*Magnetic Resonance Chol-
angiopancreatography; " Ano-
malous pancreaticobiliary duc-
tal union.

Fig. 3. A 5-year-old boy presented

with abdominal pain. (A)
Coronal MRCP* shows type
Ic choledochal cyst with
APBDU' but not dilated in-
trahepatic duct, (B) Opera-
tive cholangiography reveals
type IVa choledochal cyst
with APBDU. Note the same
length and configuration of
APBDU on both MRCP
and operative cholangiogra-
phy. *Magnetic Resonance
gholangiopancreatography;
Anomalous pancreaticobili-
ary ductal union.
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Table 3. The size of choledochal cyst in patient with APBDU*
according to diagnostic modality

MRCP Operative ¢ P
(n=4) Cholangiography (n=6)
Length
4.08+0.83 8.18+6.04 -1.326  0.221
(cm)
Width
1.60£0.73 3.69+3.47 -1.265 0.242
(cm)

*Anomalous pancreaticobiliary ductal union.

MRCP7} 1.60+0.7 cm (meantSD), 5 F B3I Z <o
4] 3.69+3.47 cm (mean+SD)o| A tH(t=1.265, P<0.242)(Table 3,
Fig. 2, 3).
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