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INTRODUCTION 
 

In patients with biliary obstruction, determining the level and the cause 

of the obstruction is essential because it can be a key factor for the next 

step in diagnostic or therapeutic intervention. (1*) 

Many imaging modalities are available today for the evaluation of 

patients with suspected biliary obstruction including Ultrasonography, 

Computed Tomography and Invasive cholangiography.  Magnetic 

resonance cholangiopancreatography is a relatively new technique, 

which has gained popularity because of its excellent diagnostic 

capabilities in the evaluation of biliary obstruction. (2*) 

Multi-detector row CT (MDCT) is a major advance in the field of 

diagnostic imaging .  Cholangiopancreatographic images can be 

produced using a workstation with advanced postprocessing techniques 

such as multiplanar reformations (MPR) and minimum intensity 

projections (MIP).  The MPR images using MDCT gives rapid 

assessment of the pancreaticobiliary ducts along different planes without 

loosing information about the surrounding structures.  The combined 

use of MPR and MIP techniques significantly improves the images of 

the pancreatic and bile ducts and their site of confluence compared with 

those obtained by the axial CT. (3*) 

Magnetic resonance cholangiopancreatography (MRCP) is a unique 

noninvasive technique for the diagnosis of biliary obstruction.  MRCP 


