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ABSTRACT

Objective To evaluate the value of Gd-EOB-DTPA-enhanced MRI in mass-forming intrahepatic
cholangiocarcinoma (IMCC) without peripheral bile duct dilatation. Methods 33 pathologically
confirmed solitary IMCCs without peripheral bile duct dilatation were retrospectively analyzed
for basic MRI signs, Gd-EOB-DTPA-enhanced images and hepatobiliary phase sign. Each IMCC
was categorized into either the classic IMCC group or hypervascular IMCC group according to the
enhancement patterns in the arterial phase, and the MRI features and HBP signal intensity (SI) ratio of
both IMCC groups were compared. Resufts On the T,WI, IMCC mainly showed high mixed signal(26/33,
78.8%), with 50.0%(13/26) hyperintensity areas or 26.9%(7/26) hypointense areas. 66.7%(22/33)
showed target-sign on DWI and 75.8%(25/33) showed “EOB cloud” on HBP. Classic IMCCs (n=27)
showed peripheral rim enhancement at arterial phase with centripetal enhance in the delayed phases,
Hypervascular IMCCs (n=6) showed complete (n=2) or nearcomplete (n=4) arterial enhancement and
persistent enhancement (n=5) or washout (n=1) on delayed phases. Both IMCC groups have statistical
differences in chronic hepatitis B infection rate (11.1% vs 66.7%, P=0.011) and tumor size (3.9 cm vs
2.8 cm, p=0.019), and no statistical differences in ancillary imaging features(tumor capsule retraction,
target-sign on DWI and “EOB cloud” ), peripheral washout and HBP mean Sl ratio (0.67 vs 0.58)(each
P>0.05). Conclusion IMCCs without peripheral bile duct dilatation were categorized into either the
classic IMCC group or hypervascular IMCC group according to the enhancement patterns in the arterial
phase, target sign on DWI and “EOB cloud” on HBP are helpful for IMCC diagnosis. Compared with
classic IMCCs, hypervascular IMCCs were often occured with hepatitis B cirrhosis and the median size
of tumors was relatively smaller.
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REERYRILSIEL(0.67 vs 0.58) E4i T F E R (PF>0.05) (I K1),

£1 KRYIMCCSE MR IMCCITFR R SRTLLR

ZBAIMCC(n=27)  BMAEIMCC(n=6) PiE
IR RYFAE SR FFEL 3(11.1%) 4(66.7%) 0.011*
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BEERE 3(11.1%) 1(16.7%) 1.0
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FLEABEEY, REFHEAKESHNEKSRS =L, Bf
RE, ERARAMEMERNEKE, MUMHRAEREN(60%), 44
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(3)KBEFILBRE. B B7 18 BR a3k 18] BB B BT A 82 % #5 7% B AT AE
HAt AT A L B TR RSB, AEARAETFiEahaRE A &
(Intravoxel incoherent motion diffusion weighted imaging,
IVIM-DWI) E B3 BB FREH%ER""; (4)0 5 (£915%)89AF
EAMBE, JhhLETYE. FEE BE K, B
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