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Immunoglobulin G4-related disease (IgG4-RD) is a 
fibroinflammatory disorder that can be associated with 
several histological patterns and increases in the absolute 
number and ratio of IgG4-positive plasma cells. IgG4-
related sclerosing cholangitis (IgG4-SC) has been recog-
nized as an IgG4-related disease since 2003 [1]. Patients 
often present with obstructive jaundice, weight loss, and 
other organ involvement. The concept of IgG4-SC was 
first described in 2004. Numerous IgG4-positive plasma 
cells are found in bile duct lesions [2]. Several cases can in-
volve different regions of the bile duct, with the distal re-
gion being the most common [3], while few cases are lim-
ited to the intrahepatic [4] or intrapancreatic [5] regions.

Few large epidemiological studies of IgG4-SC have 
been conducted. Some reports suggest that IgG4-SC pa-
tients are predominantly older men [6–7]. Furthermore, 

more than 90% of patients with IgG4-SC have type 1 
autoimmune pancreatitis (AIP) [8–9], with more abundant 
IgG4-positive plasma cell infiltration in those tissues than 
is observed in other IgG4-RD-related diseases [9–11] and in-
creased serum IgG4 levels [12]. IgG4-SC may have other 
organ involvement, such as periaortitis [13], and hemolytic 
anemia [14], even after long periods of clinical remission 
from AIP [15] without relapse [16]. In such cases, serum 
IgG4 levels are also increased [17].

The pathogenesis of IgG4-SC is still unclear. According 
to previous studies [18–19], T-lymphocytes, macrophages, 
and total plasma cells can be found in the lesions, with 
high levels of interleukin (IL) 4/interferon-gamma (IFN-
γ), IL-5/IFN-γ, IL-13/IFN-γ, IL-10/CD4, and transform-
ing growth factor (TGF)-beta/CD4. The overproduction 
of T-helper (Th) 2-type and regulatory cytokines may 
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be followed by IgG4 class switching of B cells [11] and fi-
broplasia. The increased levels of Th2 cytokines in bile 
can disrupt the tight junctions of biliary epithelial cells 
and contribute to inflammation [20]. Interactions between 
chemotactic factors such as chemokine (C-C motif) ligand 
1 (CCL1) and chemokine receptor 8 (CCR8), and B-cell 
responses may be important in the pathogenesis of IgG4-
SC [12, 21–22]. However, further studies are required to fully 
elucidate this.

Diagnosis of IgG4-SC

In clinical practice, the diagnosis of IgG4-SC is ex-
tremely challenging. It is difficult to distinguish IgG4-
SC from cholangiocarcinoma (CC) and primary scleros-
ing cholangitis (PSC), as well as pancreatic malignancies, 
which have similar symptoms but different treatments 
and prognoses. In 2012, Japanese researchers established 
the following clinical diagnostic criteria for IgG4-SC [23]: 
(1) characteristic biliary imaging findings; (2) elevated 
serum IgG4 concentrations; (3) the coexistence of IgG4-
related diseases except those of the biliary tract; and (4) 
characteristic histopathological features. In addition, 
highly effective steroid therapy can be useful to confirm 
the diagnosis. Based on these criteria, the diagnosis of 
IgG4-SC includes radiological, biochemical, clinical and 
histomorphological features, and preoperative treatment 
such as steroids. Endoscopic biliary decompression can 
also be used to inform the diagnosis and avoid unneces-
sary surgery [24–25].

Based on the regions of stricture, IgG4-SC can be clas-
sified into four types [26]. In type I, stenosis is located only 
in the lower part of the common bile duct. In type 2, ste-
nosis is diffusely distributed in the intrahepatic and extra-
hepatic bile ducts. In type 3, stenosis is detected in both 
the hilar hepatic lesions and lower part of the common 
bile duct. In type 4, strictures of the bile duct are detected 
only in the hilar hepatic lesions.

Elevated serum IgG4 is always described as the hall-
mark of IgG4-RD and IgG4-SC [27–28]. Based on current 
reports, 100% of IgG-SC patients exhibit elevated sIgG4 
before any treatment, with a cutoff value of 135 mg/dL. 
Based on a Japanese cohort study [29], elevated cutoff val-
ues can increase the specificity of serum IgG4 concentra-
tions for distinguishing IgG4-SC from CC. In this study, 
it was greatly useful in distinguishing IgG4-SC from CC 
and PSC, while a cutoff value of four times the normal 
upper limit was 100% specific for the diagnosis of IgG4-
SC [30]. However, according to our observations, IgG4-SC 
can be distinguished from CC with 100% specificity only 
at a cutoff of six times the upper normal limit. Although 
serum IgG4 concentrations are important in the diagnosis 
of IgG4-RD, the positive predictive value of this factor is 
not universally accepted [31]. The pathogenesis of IgG4-SC 

is not yet clear. IgG4 may be one factor, with no initial 
or direct injury stimulus currently recognized, as some 
other types of disease can also produce elevated sIgG4 
levels. Nevertheless, some studies suggest that IgG4 levels 
[32] in the bile duct tissues provide higher sensitivity for 
the diagnosis of IgG4-SC.

Although the conventional imaging method is com-
monly used and highly important in clinical practice, it 
has low specificity in the diagnosis of IgG4-SC. Under 
computed tomography (CT), the features of biliary duct 
involvement in IgG4-SC include dilatation, increased 
wall thickness, smooth margins, and narrow but visible 
lumen [33]. Delayed enhancement is also a characteristic 
feature [34]. Magnetic resonance (MR) imaging (MRI) with 
MR cholangiography is helpful in the noninvasive evalu-
ation of patients with obstructive jaundice or biliary duct 
dilatation [35]. Furthermore, this approach may be useful 
for excluding malignant causes with features of increased 
wall thickness, long-segment involvement, asymmetry, 
indistinct outer margins, luminal irregularity, and hy-
perenhancement relative to the liver parenchyma. Based 
on our experience, CT and MRI are highly useful for the 
diagnosis of bile obstruction, although the specificity for 
IgG4-SC is low.

In addition to routine imaging examinations, endo-
scopic retrograde cholangiography (ERC) is always used 
for the diagnosis of bile-related disease. However, no 
single feature of ERC is sufficient for the diagnosis of 
IgG4-SC [36]. Segmental or long biliary strictures, isolated 
strictures, beading, diverticulum-like formations, shaggy 
bile duct, and pruned-tree appearance can be found and 
the type of IgG4-SC depends on the manifestation. How-
ever, the specificity and sensitivity of ERC are not well 
balanced for the diagnosis of IgG4-SC [36].

Compared with ERC, endoscopic transpapillary intra-
ductal ultrasonography (IDUS) may have higher specific-
ity. According to IDUS findings [37–38], IgG4-SC has consis-
tently larger regions of circular-symmetric wall thickness 
with smooth outer and inner margins than are observed 
in CC. Thus, this feature is useful in distinguishing IgG4-
SC from CC. A bile duct wall thickness exceeding 0.8 mm 
in regions of nonstricture on cholangiography provides 
high sensitivity and specificity for the diagnosis of IgG4-
SC. Based on our clinical observations, IDUS revealed sig-
nificant differences in manifestations such as wall-thick-
ening and duct-occupying lesions between IgG4-SC and 
CC.

Histopathological examination has been the gold stan-
dard and definitive method for the diagnosis of IgG4-SC, 
with the bile duct wall consistently showing infiltration 
by numerous IgG4-positive plasma cells [9–11, 39]. Howev-
er, surgical biopsy of bile tissue is too difficult for this 
method to be routinely adopted in clinical practice and 
noninvasive methods are preferable.
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Owing to the similarity in the manifestations of IgG4-
SC and other IgG4-RD, abnormal findings in other organs 
can be useful in the diagnosis of IgG4-SC [40]. Pancreatic in-
volvement [38], termed lymphoplasmacytic sclerosing pan-
creatitis or type 1 AIP, is characterized by a lymphoplas-
macytic infiltration around small ducts, swirling fibrosis 
centered around ducts and veins (storiform fibrosis), and 
obliterative phlebitis wherein the infiltrate surrounds 
pancreatic venules while sparing arterioles. According 
to a national survey in Japan, IgG4-SC patients without 
pancreatic involvement were all older than 45 years [41]. 
Other organs such as the urinary tract [33], salivary and 
lacrimal glands, lung, gallbladder, retroperitoneum, kid-
ney, prostate, and lymph node can also be involved with 
abnormal manifestations, including abnormal function, 
swelling, and of lymphocyte infiltration.

Differentiation from CC 

Diagnosis of IgG4-SC is differentiated from that of CC 
based on serum IgG4 levels [29, 40, 42]. However, because 
of the significant IgG4-positive plasma cell infiltration 
of the extrahepatic bile duct in CC [37, 43–44], both of these 
diseases are associated with elevated serum IgG4 level. 
Therefore, a cutoff of four times the normal upper limit, 
which increases the specificity for diagnosing IgG4-SC 
to 100%, is commonly adopted [30]. However, after obser-
vation of 30 IgG4-SC and 275 CC cases, we found that a 
cutoff of six times the upper normal limit for sIgG4 was 
required to achieve 100% specificity in the diagnosis 
of IAC. Nevertheless, the sIgG4 level related to 100% 
specificity may be revised based on the analysis of more 
samples. 
   Besides elevated sIgG4 levels, tumor markers such 
as serum CA199 level are also important indicators for 
differential diagnosis. Similar to serum IgG4 level, se-
rum CA199 level is elevated in both IgG4-SC and CC. 
However, serum CA199 levels in CC patients are always 
significantly higher than those in IgG4-SC patients [42], 
possibly owing to the elevated expression level of CA199 
in adenocarcinoma cells [45]. 
    Although the findings of routine CT and MRI ex-
aminations with regard to the biliary strictures, wall 
enhancement pattern, and pancreas size may help dis-
tinguish IgG4-SC from CC [46–47], in clinical practice, this 
is not a definitive approach. In the hands of an expe-
rienced endoscopist, the findings of IDUS can distin-
guish IgG4-SC from CC [37, 48]. As IgG4-SC is a systemic 
fibroinflammatory disorder, the involvement of other 
organs such as the pancreas, salivary glands, kidney, 
retroperitoneum, and lymph nodes, can be used for the 
differential diagnosis and avoid unnecessary surgery [40, 

42, 49–50]. Distinguishing IgG4-SC from pancreatic cancer 

is also highly important in patients with pancreatitis. In 
pancreatic cancer patients, sIgG4 levels will be far lower 
than those in patients with autoimmune pancreato-chol-
angitis [51].

Differentiation from PSC

PSC may also have manifestations similar to those of 
IgG4-SC [52]. Unfortunately, some PSC patients also have 
elevated sIgG4 levels [12, 53–55], and the use of IgG4/IgG1 
ratios for the purposes of differentiation is recommended 
by some clinicians. The sIgG4 level combined with the 
diagnostic algorithm based on an IgG4/IgG1 ratio of 0.24 
can increase the specificity for IgG4-SC diagnosis [55]. Im-
munohistochemical staining of IgG4 can also help distin-
guish IgG4-SC from PSC [56–57].

According to some CT and MRI retrospective analy-
ses [58–59], the bile duct wall is thicker in IgG4-SC than in 
PSC. In cholangiographic findings, band-like strictures, 
a beaded or pruned-tree appearance, and diverticulum-
like outpouching can be observed in cases of PSC, but in 
SC with AIP segmental strictures, dilation after confluent 
stricture, and strictures of the lower common bile duct are 
observed with significantly greater frequency [9, 60]. The 
performance of ERC alone is uniformly poor [36]. Peroral 
video cholangioscopy can reveal scarring and pseudodi-
verticula in PSC, while dilated and tortuous vessels are 
more frequently observed in IgG4-SC [61]. Compared with 
IgG4-SC, IDUS findings such as irregular inner margins, 
diverticulum-like outpouching, and the disappearance of 
the three layers are more specific to PSC [62].

Compared with IgG4-related sclerosing cholangitis, 
PSC does not respond well to corticosteroid therapy [9]. 
This phenomenon can also be useful for differential diag-
nosis. In some cases, the features of IgG4-SC overlap with 
those of PSC, although this association remains to be fully 
elucidated [63].

Treatment of IgG4-SC

According to recent studies, the treatment of IgG4-SC 
relies mainly on corticosteroids. IgG4-SC responds well to 
steroid therapy, which may result in dramatic improve-
ments of bile duct stenosis and blood chemistry data [64–65]. 
According to published data, oral prednisolone should be 
used at an initial dosage of 30 mg/day or 0.5 mg/kg/day, 
followed by a tapering period of varying duration [66–67]. 
Maintenance therapy is required in cases without com-
plete morphological and serological resolutions. Widely 
used regimens are low-dose prednisone (2.5–5 mg/day) 
and/or azathioprine (1–2 mg/kg/day) over a period of 2 to 
3 months [66–68]. For patients with refractory or recurrent 
IgG4-SC, rituximab and azathioprine or tacrolimus may 
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also be a treatment option [67, 69–70].

Prognosis of IgG4-SC

After steroid treatment, most IgG4-SC patients recover 
and their symptoms are resolved, although some patients 
relapse after steroid withdrawal [71–72]. Relapse may be as-
sociated with less frequent use of maintenance steroid 
therapy, more frequent extrapancreatic and multiple bile 
duct strictures (especially those located proximally), in-
creased bile duct segment involvement, and thicker bile 
duct walls during the initial episode [7, 73].

Unlike PSC, IgG4-SC is not a definite risk factor of the 
development of CC [3], and it has better prognosis than 
PSC [41]. However, according to recent studies [72, 74–77], 
the risks of cancer and death are increased, and further 
prospective, adequately controlled studies are needed to 
evaluate this relationship.

In conclusion, IgG4-SC is an IgG4-related disease 
characterized by bile duct fibroinflammatory wall thick-
ening and stenosis, resulting in obstruction jaundice. The 
involvement of other organs such as the pancreas, urinary 
tract, and salivary and lacrimal glands may be uncom-
mon. Serological manifestations are characterized by el-
evated serum IgG4 level. IgG4 plasma cell infiltration can 
be found in bile duct biopsy tissue, although this proce-
dure is difficult. Imaging findings have low specificity for 
diagnosis, with the exception of IDUS, which can detect 
lesions with relatively high specificity. Patients respond 
well to steroid therapy, although a few patients relapse 
after steroid withdrawal. Maintenance of steroid therapy 
or alternative drugs is necessary in such cases. There is, 
however, no strong evidence of malignant transformation 
in IgG4-SC.

Conflicts of interest
The authors indicated no potential conflicts of interest.

References

Kamisawa T, Funata N, Hayashi Y, et al. A new clinicopathological 
entity of IgG4-related autoimmune disease. J Gastroenterol, 2003, 
38: 982–984.
Zen Y, Harada K, Sasaki M, et al. IgG4-related sclerosing cholangitis 
with and without hepatic inflammatory pseudotumor, and sclerosing 
pancreatitis-associated sclerosing cholangitis: do they belong to a 
spectrum of sclerosing pancreatitis? Am J Surg Pathol, 2004, 28: 
1193–1203.
Dite P, Novotný I, Lata J, et al. Autoimmune pancreatitis and IgG-
positive sclerosing cholangitis. Vnitr Lek, 2011, 57: 254–257.
Saito M, Shimura T, Hashimoto Y, et al. IgG4-related intrahepatic 
sclerosing cholangitis resulting in sepsis caused by secondary 
suppurative inflammation: report of a case. Surg Today, 2013, 43: 
1175–1179.

1.

2.

3.

4.

Nakazawa T, Ikeda Y, Kawaguchi Y, et al. Isolated intrapancreatic 
IgG4-related sclerosing cholangitis. World J Gastroenterol, 2015, 21: 
1334–1343.
Kanno A, Masamune A, Okazaki K, et al. Nationwide Epidemiologi-
cal Survey of Autoimmune Pancreatitis in Japan in 2011. Pancreas, 
2015, 44: 535–539.
Ghazale A, Chari ST, Zhang L, et al. Immunoglobulin G4-associated 
cholangitis: clinical profile and response to therapy. Gastroenterology, 
2008, 134: 706–715.
Zen Y, Nakanuma Y, Portmann B. Immunoglobulin G4-related scle-
rosing cholangitis: pathologic features and histologic mimics. Semin 
Diagn Pathol, 2012, 29: 205–211.
Ohara H, Nakazawa T, Ando T, et al. Systemic extrapancreatic le-
sions associated with autoimmune pancreatitis. J Gastroenterol, 
2007, 18: 15–21.
Kamisawa T, Nakajima H, Egawa N, et al. IgG4-related sclerosing 
disease incorporating sclerosing pancreatitis, cholangitis, sialadenitis 
and retroperitoneal fibrosis with lymphadenopathy. Pancreatology, 
2006, 6: 132–137.
Koyabu M, Uchida K, Miyoshi H, et al. Analysis of regulatory T cells 
and IgG4-positive plasma cells among patients of IgG4-related scle-
rosing cholangitis and autoimmune liver diseases. J Gastroenterol, 
2010, 45: 732–741.
Hirano K, Kawabe T, Yamamoto N, et al. Serum IgG4 concentra-
tions in pancreatic and biliary diseases. Clin Chim Acta, 2006. 367: 
181–184.
Shu HJ, Tan B, Xue HD, et al. IgG4-related sclerosing cholangitis with 
autoimmune pancreatitis and periaortitis: case report and review of 
the literature. J Dig Dis, 2012, 13: 280–286.
Masutani H, Okuwaki K, Kida M, et al. First case of IgG4-related scle-
rosing cholangitis associated with autoimmune hemolytic anemia. 
World J Gastroenterol, 2014, 20: 8740–8744.
Miura H, Miyachi Y. IgG4-related retroperitoneal fibrosis and scleros-
ing cholangitis independent of autoimmune pancreatitis. A recurrent 
case after a 5-year history of spontaneous remission. JOP, 2009, 10: 
432–437.
Kim JH, Chang JH, Nam SM, et al. Newly developed autoimmune 
cholangitis without relapse of autoimmune pancreatitis after discon-
tinuing prednisolone. World J Gastroenterol, 2012, 18: 5990–5993.
Nagai K, Hosaka H, Takahashi Y, et al. A case of IgG4-related scle-
rosing disease complicated by sclerosing cholangitis, retroperitoneal 
fibrosis and orbital pseudotumour. BMJ Case Rep, 2009: 2009.
Zen Y, Fujii T, Harada K, et al. Th2 and regulatory immune reactions 
are increased in immunoglobin G4-related sclerosing pancreatitis 
and cholangitis. Hepatology, 2007, 45: 1538–1546.
Okazaki K, Yanagawa M, Mitsuyama T, et al. Recent advances in 
the concept and pathogenesis of IgG4-related disease in the hepato-
bilio-pancreatic system. Gut Liver, 2014, 8: 462–470.
Muller T, Beutler C, Picó AH, et al. Increased T-helper 2 cytokines in 
bile from patients with IgG4-related cholangitis disrupt the tight junc-
tion-associated biliary epithelial cell barrier. Gastroenterology, 2013, 
144: 1116–1128.
Zen Y, Liberal R, Nakanuma Y, et al. Possible involvement of CCL1-
CCR8 interaction in lymphocytic recruitment in IgG4-related scleros-
ing cholangitis. J Hepatol, 2013, 59: 1059–1064.
Maillette de Buy Wenniger LJ, Doorenspleet ME, Klarenbeek PL, 
et al. Immunoglobulin G4+ clones identified by next-generation se-
quencing dominate the B cell receptor repertoire in immunoglobulin 
G4 associated cholangitis. Hepatology, 2013, 57: 2390–2398.
Ohara H, Okazaki K, Tsubouchi H, et al. Clinical diagnostic criteria 

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.



247Oncol Transl Med, December 2015, Vol. 1, No. 6

of IgG4-related sclerosing cholangitis 2012. J Hepatobiliary Pancreat 
Sci, 2012, 19: 536–542.
Sewkani A, Kapoor S, Sharma S, et al. IgG4 negative sclerosing 
cholangitis associated with autoimmune pancreatitis. JOP, 2005, 6: 
269–273.
Kubo N, Suzuki H, Kobayashi T, et al. Usefulness of steroid adminis-
tration for diagnosis of IgG4-related sclerosing cholangitis. Int Surg, 
2012, 97: 145–149.
Nakazawa T, Ohara H, Sano H, et al. Schematic classification of scle-
rosing cholangitis with autoimmune pancreatitis by cholangiography. 
Pancreas, 2006, 32: 229.
Hamano H, Kawa S, Horiuchi A, et al. High serum IgG4 concentra-
tions in patients with sclerosing pancreatitis. N Engl J Med, 2001, 
344: 732–738.
Alswat K, Al-Harthy N, Mazrani W, et al. The spectrum of sclerosing 
cholangitis and the relevance of IgG4 elevations in routine practice. 
Am J Gastroenterol, 2012, 107: 56–63.
Ohara H, Nakazawa T, Kawa S, et al. Establishment of a serum IgG4 
cut-off value for the differential diagnosis of IgG4-related sclerosing 
cholangitis: a Japanese cohort. J Gastroenterol Hepatol, 2013, 28: 
1247–1251.
Oseini AM, Chaiteerakij R, Shire AM, et al. Utility of serum immuno-
globulin G4 in distinguishing immunoglobulin G4-associated cholan-
gitis from cholangiocarcinoma. Hepatology, 2011, 54: 940–948.
Yun J, Wienholt L, Adelstein S. Wienholt and S. Adelstein, Poor posi-
tive predictive value of serum immunoglobulin G4 concentrations in 
the diagnosis of immunoglobulin G4-related sclerosing disease. Asia 
Pac Allergy, 2014, 4: 172–176.
Vosskuhl K, Negm AA, Framke T, et al. Measurement of IgG4 in bile: 
a new approach for the diagnosis of IgG4-associated cholangiopathy. 
Endoscopy, 2012, 44: 48–52.
Itoh S, Nagasaka T, Suzuki K, et al. Lymphoplasmacytic sclerosing 
cholangitis: assessment of clinical, CT, and pathological findings. Clin 
Radiol, 2009, 64: 1104–1114.
Naitoh I, Nakazawa T, Ohara H, et al. IgG4-related hepatic inflam-
matory pseudotumor with sclerosing cholangitis: a case report and 
review of the literature. Cases J, 2009, 2: 7029.
Katabathina VS, Dasyam AK, Dasyam N, et al. Adult bile duct stric-
tures: role of MR imaging and MR cholangiopancreatography in char-
acterization. Radiographics, 2014, 34: 565–586.
Kalaitzakis E, Levy M, Kamisawa T, et al. Endoscopic retrograde 
cholangiography does not reliably distinguish IgG4-associated chol-
angitis from primary sclerosing cholangitis or cholangiocarcinoma. 
Clin Gastroenterol Hepatol, 2011, 9: 800–803..
Naitoh I, Nakazawa T, Ohara H, et al. Endoscopic transpapillary in-
traductal ultrasonography and biopsy in the diagnosis of IgG4-related 
sclerosing cholangitis. J Gastroenterol, 2009, 44: 1147–1155.
Nakazawa T, Naitoh I, Hayashi K, et al. Diagnostic criteria for IgG4-re-
lated sclerosing cholangitis based on cholangiographic classification. 
J Gastroenterol, 2012, 47: 79–87.
Kawakami H, Zen Y, Kuwatani M, et al. IgG4-related sclerosing 
cholangitis and autoimmune pancreatitis: histological assessment 
of biopsies from Vater’s ampulla and the bile duct. J Gastroenterol 
Hepatol, 2010, 25: 1648–1655.
Oh H.C, et al. Clinical clues to suspicion of IgG4-associated scle-
rosing cholangitis disguised as primary sclerosing cholangitis or hilar 
cholangiocarcinoma. J Gastroenterol Hepatol, 2010, 25: 1831–1837.
Tanaka A, Tazuma S, Okazaki K, et al. Nationwide survey for primary 
sclerosing cholangitis and IgG4-related sclerosing cholangitis in Ja-
pan. J Hepatobiliary Pancreat Sci, 2014, 21: 43–50.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

Tabata T, Kamisawa T, Hara S, et al. Differentiating immunoglobulin 
g4-related sclerosing cholangitis from hilar cholangiocarcinoma. Gut 
Liver, 2013, 7: 234–238.
Harada K, Shimoda S, Kimura Y, et al. Significance of immunoglobu-
lin G4 (IgG4)-positive cells in extrahepatic cholangiocarcinoma: mo-
lecular mechanism of IgG4 reaction in cancer tissue. Hepatology, 
2012, 56: 157–164.
Resheq YJ, Quaas A, von Renteln D, et al. Infiltration of peritumoural 
but tumour-free parenchyma with IgG4-positive plasma cells in hilar 
cholangiocarcinoma and pancreatic adenocarcinoma. Dig Liver Dis, 
2013, 45: 859–865.
Chen Y, Gao SG, Chen JM, et al. Serum CA242, CA199, CA125, 
CEA, and TSGF are Biomarkers for the Efficacy and Prognosis of 
Cryoablation in Pancreatic Cancer Patients. Cell Biochem Biophys, 
2014, 9. [Epub ahead of print].
Matsusaki S, Kikuyama M, Kawakami H, et al. Clinical features and 
CT findings in the differential diagnosis of IgG4-related scleros-
ing cholangitis and cholangiocarcinoma. Nihon Shokakibyo Gakkai 
Zasshi, 2013. 110: 615–621.
Lytras D, Kalaitzakis E, Webster GJ, et al. Cholangiocarcinoma or 
IgG4-associated cholangitis: how feasible it is to avoid unnecessary 
surgical interventions? Ann Surg, 2012, 256: 1059–1067.
Kamisawa T, Ohara H, Kim MH, et al. Role of endoscopy in the di-
agnosis of autoimmune pancreatitis and immunoglobulin G4-related 
sclerosing cholangitis. Dig Endosc, 2014, 26: 627–635.
Nowatari T, Kobayashi A, Fukunaga K, et al. Recognition of other or-
gan involvement might assist in the differential diagnosis of IgG4-as-
sociated sclerosing cholangitis without apparent pancreatic involve-
ment: report of two cases. Surg Today, 2012, 42: 1111–1115.
Naji O, Hussain A, Baker D, et al. Obstructive jaundice due to autoim-
mune cholangiopathy. BMJ Case Rep, 2009.
Hochwald SN, Hemming AW, Draganov P, et al. Elevation of serum 
IgG4 in Western patients with autoimmune sclerosing pancreatochol-
angitis: a word of caution. Ann Surg Oncol, 2008, 15: 1147–1154.
Hamano H, Umemura T, Uehara T, et al. IgG4-related sclerosing 
cholangitis should be included as an exclusion criterion for the di-
agnosis of primary sclerosing cholangitis. Am J Gastroenterol, 2007, 
102: 691–692.
Mendes FD, Jorgensen R, Keach J, et al. Elevated serum IgG4 con-
centration in patients with primary sclerosing cholangitis. Am J Gas-
troenterol, 2006, 101: 2070–2075.
Koyabu M, Uchida K, Fukata N, et al. Primary sclerosing cholangitis 
with elevated serum IgG4 levels and/or infiltration of abundant IgG4-
positive plasma cells. J Gastroenterol, 2010, 45: 22–29.
Boonstra K, Culver EL, de Buy Wenniger LM, et al. Serum immuno-
globulin G4 and immunoglobulin G1 for distinguishing immunoglobu-
lin G4-associated cholangitis from primary sclerosing cholangitis. 
Hepatology, 2014, 59: 1954–1963.
Deshpande V, Sainani NI, Chung RT, et al. IgG4-associated cholan-
gitis: a comparative histological and immunophenotypic study with 
primary sclerosing cholangitis on liver biopsy material. Mod Pathol, 
2009, 22: 1287–1295.
Naitoh I, Zen Y, Nakazawa T, et al. Small bile duct involvement in 
IgG4-related sclerosing cholangitis: liver biopsy and cholangiography 
correlation. J Gastroenterol, 2011, 46: 269–276.
Tokala A, Khalili K, Menezes R, et al. Comparative MRI analysis of 
morphologic patterns of bile duct disease in IgG4-related systemic 
disease versus primary sclerosing cholangitis. AJR Am J Roentgenol, 
2014. 202: 536–543.
Kim JH, Byun JH, Kim SY, et al. Sclerosing cholangitis with autoim-

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.



248  http://otm.tjh.com.cn

mune pancreatitis versus primary sclerosing cholangitis: comparison 
on endoscopic retrograde cholangiography, MR cholangiography, CT, 
and MRI. Acta Radiol, 2013, 54: 601–607.
Kamisawa T, Takuma K, Anjiki H, et al. Sclerosing cholangitis asso-
ciated with autoimmune pancreatitis differs from primary sclerosing 
cholangitis. World J Gastroenterol, 2009, 15: 2357–2360.
Itoi T, Kamisawa T, Igarashi Y, et al. The role of peroral video cholan-
gioscopy in patients with IgG4-related sclerosing cholangitis. J Gas-
troenterol, 2013, 48: 504–514.
Naitoh I, Nakazawa T, Hayashi K, et al. Comparison of intraductal 
ultrasonography findings between primary sclerosing cholangitis and 
IgG4-related sclerosing cholangitis. J Gastroenterol Hepatol, 2015, 
30: 1104–1109.
Naitoh I, Nakazawa T, Hayashi K, et al. A case of IgG4-related scle-
rosing cholangitis overlapped with primary biliary cirrhosis. Intern 
Med, 2012, 51: 1695–1699.
Hamada Y, Inoue H, Noda T, et al. A case of IgG4-related sclerosing 
cholangitis with pancreas divisum. Nihon Shokakibyo Gakkai Zasshi, 
2010, 107: 1184–1191.
Iwasaki S, Kamisawa T, Koizumi S, et al. Assessment in steroid 
trial for IgG4-related sclerosing cholangitis. Adv Med Sci, 2015, 60: 
211–215.
Kamisawa T, Okamoto A, Wakabayashi T, et al. Appropriate steroid 
therapy for autoimmune pancreatitis based on long-term outcome. 
Scand J Gastroenterol, 2008 43: 609–613.
Hart PA, Kamisawa T, Brugge WR, et al. Long-term outcomes of auto-
immune pancreatitis: a multicentre, international analysis. Gut, 2013, 
62: 1771–1776.
Kamisawa T, Tabata T, Hara S, et al. Recent advances in autoimmune 
pancreatitis. Front Physiol, 2012, 3: 374.
Topazian M, Witzig TE, Smyrk TC, et al. Rituximab therapy for refrac-
tory biliary strictures in immunoglobulin G4-associated cholangitis. 

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

Clin Gastroenterol Hepatol, 2008, 6: 364–366.
Buechter M, Klein CG, Kloeters C, et al. Tacrolimus as a reasonable 
alternative in a patient with steroid-dependent and thiopurine-refrac-
tory autoimmune pancreatitis with IgG4-associated cholangitis. Z 
Gastroenterol, 2014, 52: 564–568.
Graham RP, Smyrk TC, Chari ST, et al. Isolated IgG4-related scleros-
ing cholangitis: a report of 9 cases. Hum Pathol, 2014, 45: 1722–
1729.
Huggett MT, Culver EL, Kumar M, et al. Type 1 autoimmune pancre-
atitis and IgG4-related sclerosing cholangitis is associated with extra-
pancreatic organ failure, malignancy, and mortality in a prospective 
UK cohort. Am J Gastroenterol, 2014, 109: 1675–1683.
You MW, Kim JH, Byun JH, et al. Relapse of IgG4-related sclerosing 
cholangitis after steroid therapy: image findings and risk factors. Eur 
Radiol, 2014, 24: 1039–1048.
Tian W, Yakirevich E, Matoso A, et al. IgG4(+) plasma cells in scleros-
ing variant of mucoepidermoid carcinoma. Am J Surg Pathol, 2012, 
36: 973–979.
Gupta R, Khosroshahi A, Shinagare S, et al. Does autoimmune pan-
creatitis increase the risk of pancreatic carcinoma?: a retrospective 
analysis of pancreatic resections. Pancreas, 2013, 42: 506–510.
Shiokawa M, Kodama Y, Yoshimura K, et al. Risk of cancer in pa-
tients with autoimmune pancreatitis. Am J Gastroenterol, 2013, 108: 
610–607.
Yamamoto M, Takahashi H, Tabeya T, et al. Risk of malignancies in 
IgG4-related disease. Mod Rheumatol, 2012, 22: 414–418.

70.

71.

72.

73.

74.

75.

76.

77.

DOI  10.1007/s10330-015-0102-z
Cite this article as: Du SD, Liu G, Mao YL. Advances in the diagnosis 
and treatment of IgG4-related sclerosing cholangitis: a review. Oncol 
Transl Med, 2015, 1: 243–248.


