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Obstructive Jaundice and Advanced Gastric Carcinoma
—Correlation with its Histopathology—-

Yukihisa Saida, Hiroko Tsunoda and Yoshihisa Kurosaki
Department of Radiology, University of Tsukuba
(Director: Prof. Masayoshi Akisada)
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One hundred twenty-nine patients with far advanced or recurrent gastric carcinoma underwent
computed tomography (CT) of the abdomen. There were three histologic types: differentiated (n=41),
undifferentiated (n=68), and unclassified (n=20). Eighteen patients who had developed obstructive
jaundice were retrospectively studied to elucidate the nature of obstruction with histologic correlation.,

In differentiated carcinomas tumor tended to grow in an expansive fashion. A fairly large, well-
defined lymph adenopathy was observed on CT. The extrahepatic bile duct surrounded by lymph
nodes appeared as “‘doughnut sign” in six of eight patients.

Undifferentiated gastric carcinoma had tendency to extend infiltratively. Bile duct obstruction
was only a part of diffuse spreading. In spite of the presence of obstructive jaundice, no discrete mass
was demonstrated around the extrahepatic bile duct on CT. In none of nine patients was present
“doughnut sign”.

The significance of lymph node dissection along the extrahepatic bile duct in patients with
differentiated gastric carcinoma was emphasized. The region of hepatoduodenal and pancreatico-
duodenal lymph nodes should be carefully evaluated in interpretation of abdominal CT.
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Table 1 Obstructive jaundice in 129 cases of recurrent

or far advanced gastric carcinomas (1980-~1985)

Histology D;igﬂ?ége
Differentiated type 4lcases  Scases
tubular adenoca. 23 5
papillotubular adenoca. 15 2
well different. adenoca. 2 1
papillotub. partly medullary adenoca. 1 0
Undifferentiated type 68cases  Ocases
mucocellular adenoca. 55 7
poorly diff. adenoca. 11 0
mucocell. partly papillotub. adenoca. 1 1
mucccell. partly muconodular adenoca. 1 1
Unclassified 20cases  lcase
microtubular adenoca. 6 1
adenosgamous ca. 3 0
others 11 0

Total 129cases  18cases

Table 2 Obstructive jaundice and other clinical findings

differentiated

undifferentiated

type type unclassified
obstructive jaundice only 3/8cases 0/9cases 1/1case
obstructive jaundice associated
with other clinical findings ; 5/8cases 9/9cases 0/1case
ascites, liver meta. etc.
obstructive jaundice preceding '
to other clinical findings 1 0 0
present on the same time 0 1 0
other clinical findings pre- 4 8 0
ceding to obstructive jandice
(2) HABEMSIE $49% H45
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Table 3 Differentiated type . 8cases

primary lesion

site of stenosis

Case site = CT findings on cholangiogram
1 J.K. antrum Borr. 3 ¢20mm incomplete doughnut the upper half of CED
2) Y. K. antrum Borr. 2 30 35mm doughnut CHD
3) H.N. antrum Borr. 3 $20mm doughnut CHD
4) H, 0, antrum Borr. 3 25X 30rmm incomplete doughnut not performed
5) K. S, antrum Borr. 3 $25mm doughnut the upper half of CED
6) S.S. antrum Borr, 2 30 30mm doughnut the upper half of CED
7 S.K. antrum Borr. 4 mass only the lower half of CED
8) K.S. angle~antrum Borr. 3 mass only the entire length of CBD

CHD : common hepatic duct CBD: commeon bile duct

Fig. 1 Case 2 Differentiated carcinoma with
“doughnut sign”.
Dilated common hepatic duct is surrounded by
enlarged lymphnodes (7).
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Fig. 2 Case 6 Differentiated carcinoma with
“doughnut sign”.
CT shows enhanced lymph adenopathy (1)
around the common bile duct.

Fig. 3 Case 4 Differentiated carcinoma with in-
cornplete “doughnut sign”.
Dilated bile duct is embedded in enlarged lymph
nodes ().
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Table 4 Undifferentiated type : 9cases

primary lesion

Cose ——! " CT fdins oo
9) H.S. antrum Borr, 4 localized mass the upper half of CHD
100 S.H. angle~antrum Borr. 3 difiuse involvement hepatic hilum
11) M. T, angle Borr. 3 diffuse involvement diffuse
(I ¢ adv.)
12) A M. ? ? diffuse involvement diffuse
13} T.H., body~antrum Borr. 3 diffuse involvement diffuse
14) Y. F. body~antrum Borr. 3 diffuse involvement not performed
(11 ¢. adv.)
15) H, I, antrum Borr. 3 diffuse involvement not performed
16) T, N, fornix—~antrum Borr. 4 diffuse involvement not performed
17) S.Y. ? ? diffuse involvement diffuse

Fig. 4 Case 6 Differentiated carcinoma.
PTC shows extrinsic compression of the upper
portion of the common bile duct.
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BAE, 1M THEEEZRRE, &Yoo 14658 Fig. 5 Case 13 Undifferentiated carcinoma.

BREESRIChlARETH-1-, BFEHS a) There is no discernible mass at the hepatic

W E T CToORBYEDOEELYRTZ L% hilum. ‘ b) PTC (Iisclf)gnaq irregular narrowing of
N I _ the entire extrahepatic bile duct.
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Fig. 6 Vascular anatomy of the hepatoduodenal
ligament.
CA: celiac artery, CBD: common bile duct,
CHA : common hepatic artery, CHD: common
hepatic duct, GDA : gastroduodenal artery, GB :
gallbladder, PV : portal vein, RCA : right gastric
artery, SMV : superior mesenteric vein
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“doughnut sign”
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Fig. 8 Case 4 Differentiated carcinoma.
The common bile duct is compressed by enlarged
lymph nodes without mucosal destruction.
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Yig. 9 Case 11 Undifferentiated carcinoma.

a) No tumor mass is discernible around the
common bile duct. There are ascites and mild
hydronephrosis on both sides. b) Autopsy speci-
men revealed infiltrative spread of the tumor
along the common bile duct (1),
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Fig. 10b

Fig. 10 Differentiated carcinoma.
a) There is a lymph node (1) measuring about
15mm in diameter adjacent to the portal vein.
b) Three months later, severe extrinsic stenosis
developed at the upper portion of the common
bile duct.
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