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Abstract
Background The relationship between adenomyomatous hyperplasia of the Vaterian system(AV) and cancer is 
unclear, some reports suggest that AV is often combined with mucosal glandular dysplasia, but it is not clear whether 
mucosal glandular dysplasia is a risk factor for carcinogenesis of AV. The aim of this study was to retrospective analysis 
of role of ductal glandular dysplasia as a risk factor in the development of carcinoma in AV.

Methods A total of 328 cases who underwent surgery with a final pathological diagnosis of adenomyomatous 
hyperplasia (AH) in the Chinese PLA General Hospital in BeiJing, China, between January 2005 and December 2021 
were retrospectively collected. There were Seventeen cases(5%) in which the lesions were located in the common 
bile duct as well as the ampulla of Vater, and their clinical (age, sex, etc.), imaging (cholelithiasis, etc.) and pathological 
data (mucosal glandular dysplasia, etc.) were collected. Clinical data and pathological features of AV with or without 
mucosal glandular dysplasia were analyzed.

Results There were 17 out of 328 cases of AH occurring in the Vaterian system (5%). Three of seventeen AV cases 
were associated with carcinoma (18%). Of three cases, two (12%) with the tumor lesions in the mucosal glands 
adjacent to the AH (biliary tract cancer and ampullary cancer), and one (6%) with carcinoma developed from AH 
itself in the ampulla of Vater. All carcinomas had adenomyomatous hyperplasia with nearby mucosal glandular 
dysplasia (MGD). The percentage of BTC or AC was higher in patients with concurrent AH and MGD compared to AH 
patients without MGD. The results show tendency toward statistical significance (P = 0.082). This difference was more 
obvious among AH with severe dysplasia compared to adenomyomatous hyperplasia with mild-moderate dysplasia 
(P = 0.018).
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Background
Adenomyomatous hyperplasia (AH) is a rare tumor-like 
inflammatory proliferative disease of the entire gastroin-
testinal tract, predominantly the gallbladder [1–3]. The 
cases of adenomyomatous hyperplasia of the Vaterian 
system (common bile duct and the ampulla of Vater) 
(AV) are extremely rare and are often reported individu-
ally [4–12]. AV is of distinct clinical importance from AH 
in the rest of the gastrointestinal tract, exhibiting biliary 
obstruction and tumor-like behavior, and is difficult to 
distinguish from malignancy preoperatively. Therefore, 
most cases are pathologically confirmed as AV after radi-
cal cholangiocarcinoma resection or pancreatoduode-
nectomy [2, 13, 14].

The relationship between AV and cancer is unclear. 
No association has been reported between AV and bili-
ary tract cancer (BTC)/ampullary cancer (AC). There are 
some reports indicating that AV is often associated with 
mucosal glandular dysplasia [1, 13–17]. However, it is not 
clear whether mucosal glandular dysplasia is a risk factor 
for the malignant transformation of AV.

We identified seventeen cases of AV from our clinical 
file. In this study, we retrospectively collected data and 
analysed whether mucosal glandular dysplasia is a poten-
tial risk factor for AV to develop BTC and AC.

Methods
Study population
The cases with a final pathological diagnosis of AV from 
January 2005 to December 2021 at the Chinese PLA 
General Hospital in BeiJing, China, were collected. Clini-
cal data collected in this study included age, sex, smoke 
(> 30 pack–year) [18] and alcohol abuse (> 80 mg/d) [19], 
family history of tumors, BMI, cholangitis (symptoms 
include abdominal pain, jaundice, fever), preoperative 
laboratory tests suggestive of biliary obstruction (i.e. 
total bilirubin, direct bilirubin, alkaline phosphatase, and 
γ-glutamyl transpeptidase), tumor marker CA19-9, sur-
gical approach, and pathological findings from surgical 
specimens. The patient’s enhanced computed tomogra-
phy (CT), magnetic resonance cholangiopancreatogra-
phy (MRCP), and enhanced magnetic resonance imaging 
(MRI) images were collected to confirm the concurrent 
bile duct stones and the presence of bile duct dilatation 
(defined as a maximum diameter of the common bile 
duct ≥ 10 mm).

The pathological findings were re-confirmed, includ-
ing the AH, the location of the lesion, the mucosal glan-
dular dysplasia (MGD), and the malignancy tumor, 
respectively.

Definition of adenomyomatous hyperplasia (AH)
According to the World Health Organization (WHO) 
classification, AH is a duct-like structure within hyper-
plastic smooth muscle [20], characterized by hyperplasia 
of intramural biliary glands (some cystically dilated) and 
smooth muscle hyperplasia in the terminal portion of 
the common bile duct or the wall of the common chan-
nel. Typically, proliferating glands without cellular atypia 
surrounded by irregularly proliferating smooth muscle 
bundles can be observed [14].

Definition of mucosal glandular dysplasia(MGD)
Mucosal glandular present with histological atypia or 
cytological atypia, but not sufficient to diagnose adeno-
carcinoma, including signs of nuclear schizophrenia, 
necrosis, and peripheral tissue/nerve/vascular infiltra-
tion. (1) cytological atypia: cuboidal or columnar cells 
with various degrees of nuclear enlargement and pleo-
morphism. (2) histological atypia: Predominantly flat, 
micropapillary, pseudopapillary or cribriform architec-
ture [21, 22].

MGD near AH is defined as Glandular near the sur-
face of adenomyomatous hyperplasia appear histological 
atypia or cytological atypia rather than AH itself.

Definition of severity of MGD
Mucosal glandular dysplasia can be classified as mild to 
moderate and severe dysplasia. (1) mild to moderate dys-
plasia: Lesion involves relatively small areas and does not 
involve peribiliary glands, hyperchromatic nucleus with 
relatively regular nuclear membrane, increased nuclear 
to cytoplasmic ratio, nuclear stratification,preserved 
nuclear polarity. (2) severe dysplasia: Lesion involves 
extensive areas, including peribiliary glands, hyperchro-
matic nucleus with irregular nuclear membrane, very 
high nuclear to cytoplasmic ratio, relatively extensive 
degree of polymorphism and prominent nuclear atypia, 
complex nuclear stratification, loss of nuclear polarit, but 
not enough to diagnose adenocarcinoma [22].

Conclusion This study is the first to find that AV is associated with biliary tract cancer and ampullary cancer. In AV, the 
mucosal glandular dysplasia may be a risk factor for the development of malignancy. The underlying mechanism for 
carcinogenesis of AV could be AH itself or its secretions stimulating mucosal glands hyperplasia, then mucosal glands 
dysplasia. AV may be a precancerous lesion.

Keywords Adenomyomatous hyperplasia, Ampulla of vater, Common bile duct, Biliary tract carcinoma, Ampullary 
carcinoma
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Statistical analysis
Measurement data fitting normal distribution were 
expressed as mean ± standard deviation while data fit-
ting non-normal distribution were expressed as median 
(Q1,Q3). T-test was adopted for normal distribution and 
Mann-Whitney U test was used for non-normal distri-
bution when comparing measurement data between the 
two groups, whereas qualitative data were subjected to 
Fisher’s exact test for statistical analysis and assessment 
of differences. P < 0.05 indicated a significant result. All 
statistical analyses were performed using SPSS 26.0.

Results
From January 2005 to December 2021, 17 of 328 cases of 
adenomyomatous hyperplasia at Chinese PLA General 
Hospital in Beijing, China, occurred in the Vaterian sys-
tem (5%). The specific clinical features are summarized in 
Table 1. Twelve patients were men and five women. Their 
mean age was 58.0 ± 11.3 years. The majority of patients 
were admitted for examination with significant symp-
toms. Eight (47%) patients had symptoms of cholangitis, 
with the main clinical manifestation being abdominal 

pain in eight (47%), followed by jaundice in seven (41%) 
and fever in two (12%). Only two (12%) patients had no 
clinical manifestations before surgery. Imaging stud-
ies (MRCP or CT) were positive for bile duct stones in 
6 patients (35%). More than half of the patients present 
with varying degrees of abnormal hepatic function tests 
and eight (47%) had elevated levels of total bilirubin 
(> 17.1umol/L).

In ten patients (59%), preoperative imaging showed 
a lesion at the corresponding site, and in seven patients 
(41%) there was an abnormally dilated extrahepatic and 
intrahepatic bile duct without obvious lesions (Fig.  1). 
Detailed imaging findings of AV are shown in Table 2. All 
patients in this study did not perform endoscopic retro-
grade cholangiopancreatography, endoscopic ultrasonog-
raphy and intraductal ultrasonography including biopsy 
before surgery. Five patients (29%) showed elevated 
levels of serum CA 19 − 9 (> 37u/ml). All patients were 
highly suspected of malignant tumor and received surgi-
cal treatment. Sixteen patients (94%) underwent radical 
pancreaticoduodenectomy and one patient (6%) received 
radical resection for hilar cholangiocarcinoma. The post-
operative pathology confirmed an AH in one (6%) case in 
the proximal part of the common bile duct, seven (41%) 
cases in the distal part of the common bile duct, eight 
(47%) cases in the ampulla of Vater, and one (6%) case 
simultaneously in both sites.

Carcinoma was found in three of seventeen AV cases 
(18%), two were in the mucosal glands of the duct wall 
adjacent to the AH, and one was adenocarcinoma arising 
from AH (Fig. 2).

In all cases of carcinoma(n = 3,18%), mucosal glands 
dysplasia near the AH were observed (Fig.  3). In con-
trast, patients without mucosal glands dysplasia in the 
duct wall did not develop carcinoma. The percentage of 
BTC or AC was higher in patients with concurrent AH 
and MGD (AH-MGD) compared to AH patients without 
MGD (AH-non-MGD), the result was tendency toward 
statistical significance(37% vs. 0%, P = 0.082; Table  3). 
This difference was more marked among AH with 
peripheral mucosal glands severe dysplasia of the duct 
wall (AH-severe-MGD) compared to AH with adjacent 
mucosal glands mild-moderate dysplasia of the duct wall 
(AH-mild-moderate-MGD) (100% vs. 0%, P = 0.018).

There were no statistically significant differences 
(p > 0.05) in age, sex, occurrence of bile duct stones, chol-
angitis, biliary obstruction and laboratory indicators 
related to obstruction in (AH-MGD) (n = 8,47%) com-
pared to (AH-non-MGD) (n = 9,53%) (Table 3).

Discussion
A total of seventeen cases of AV were collected in this 
study, which is the largest series to date. About to half 
of the cases were adjacent to the AH in MGD (47%). In 

Table 1 Demographic and clinical variables
N = 17

Age(years) 58.0 ± 11.3
Sex ratio (M: F) 12 : 5
Smoke (n [%]) 4(23)
Alcohol abuse (n [%]) 5(29)
Family history of tumors (n [%]) 3(17)
BMI (kg/m2) 23.8 ± 2.3
Cholangitis manifestations (n [%])
 Abdominal pain
 Jaundice
 Fever

8(47)
7(41)
2(12)

Choledocholithiasis (n [%]) 6(35)
Laboratory tests
Total bilirubin (µmol/L)
Direct Bilirubin (µmol/L)
Alkaline phosphatase (U/L)
γ-glutamyl transpeptidase(U/L)
CA19-9 (µ/ml)

16.7(8.9,113.5)
3.8(2.7,100.9)
134.4(69.5,300.3)
103.4(28.1,294.1)
12.1(7.6,83.8)

Dilation of the bile ducts (n [%]) 15(88)
Surgical approach (n [%])
Radical pancreaticoduodenectomy
Radical resection for hilar cholangiocarcinoma

16(94)
1(6)

AH involvement sites (n [%])
Common bile duct
 Proximal
 Distal
 Ampulla of Vater
Both CBD and AoV

8(47)
1(6)
7(41)
8(47)
1(6)

Cancer (n [%]) 3(18)
Mucosal glandular dysplasia (n [%]) 8(47)
AH = adenomyomatous hyperplasia. BMI = Body Mass Index. CBD = Common 
bile duct. AoV = Ampulla of Vater

Laboratory tests are preoperative
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contrast, the presence of AH-MGD in this study was not 
associated with irritation from cholangitis or obstruc-
tion due to stones or lesions (p > 0.05). The findings of 
the study suggest that AH-MGD (particularly AH-serve-
MGD, p = 0.018) is associated with BTC or AC, although 
p value was very close to 0.05 (37% vs. 0%, p = 0.082). 
We speculate that AH contributes by some mechanism 

to mucosal glands dysplasia of the duct wall, or even to 
severe dysplasia or carcinoma.

The preoperative diagnosis of AV is challenging [15]. It 
usually presents signs of biliary obstruction and cholesta-
sis and often shows non-specific clinical manifestations 
such as abdominal pain and jaundice, or may be asymp-
tomatic [14]. Preoperative imaging (CT, MRI, MRCP) 
often shows biliary obstruction or tumor-like masses [14, 

Table 2 Imaging features of adenomyomatous hyperplasia of the Vaterian system
Age/Sex Examination methods Imaging features

Case 1 52/M CT/MRCP No lesion/No lesion
Case 2 50/M CT/MRCP 15 mm-sized oval enhanced mass was detected in portal bile duct/No lesion
Case 3 73/M CT No lesion
Case 4 66/M MRI 16 mm-sized oval enhanced mass was detected in AoV
Case 5 57/F CT/MRCP 13 mm-sized oval enhanced mass was detected in AoV/12 mm low signal mass was detected in AoV
Case 6 54/F CT No lesion
Case 7 67/M CT 14 mm-sized oval enhanced mass was detected in AoV
Case 8 69/M CT 16 mm-sized oval enhanced mass was detected in AoV
Case 9 49/M MRI No lesion
Case 10 66/M MRI 18 mm-sized oval enhanced mass was detected in AoV
Case 11 65/M MRI 18 mm-sized oval enhanced mass was detected in distal bile duct
Case 12 54/M CT/MRCP No lesion/No lesion
Case 13 63/F CT 10 mm-sized oval enhanced mass was detected in distal bile duct
Case 14 38/M MRI/MRCP No lesion/No lesion
Case 15 34/M MRI/CT/MRCP 14 mm-sized oval enhanced mass was detected in AoV/No lesion/No lesion
Case 16 64/F MRI Circumferential enhancement was detected in distal bile duct
Case 17 72/F CT No lesion
M = male. F = female. AoV = Ampulla of Vater

Fig. 1 (A, B, C) are CT and MRCP images of a 52-year-old patient with AH of the distal bile duct with cholangiocarcinoma: showing marked dilatation of 
the bile duct and truncation of the distal bile duct (white arrow), with no obvious occupying lesions. (D, E) are MRI images of a 66-year-old patient with 
AH of the distal bile duct: An approximately 16*17 mm abnormal oval signal shadow(red arrow) is seen in the ampulla of Vater, part of the lesion is poorly 
demarcated from the head of the pancreas, and dynamic enhancement scans show mild enhancement. (C) Arterial phase; (D) Balanced phase
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15]. Approximately 9% of patients are diagnosed preop-
eratively or intraoperatively with AV [2]. Most patients 
underwent surgical resection when malignancy could not 
be excluded, and the diagnosis was eventually confirmed 
by pathology. All seventeen cases of AV in this study 
were misdiagnosed as BTC or AC and were unexpectedly 
identified as AV on postoperative pathology.

In this study, AH-MGD was observed in eight cases 
(47%), Notably, we have found AH combined with muco-
sal or mucosal glandular dysplasia in other reports [1, 
13–17]. Although, cholelithiasis or inflammation are 
thought to cause dysplasia in the biliary system [23–26], 
the findings of this study showed no statistically signifi-
cant difference between AH-MGD and AH-non-MGD 
in the occurrence of bile duct stones, cholangitis, or bili-
ary obstruction, and no association of AH-MGD with 
bile duct stones, cholangitis irritation or obstruction. 
We hypothesize that (1) the mucosal glands of the duct 
wall are stimulated by AH develop papillary hyperpla-
sia, then dysplasia. (2) The mucosal glands of the duct 
wall are impacted by the secretion produced by AH, or 
perhaps the presence of AH alters the function of the 
smooth muscle of the duct wall, resulting in dysplasia. In 
the present study of AV combined with malignancy, two 
cases (12%) had malignant lesions located in the mucosal 
glands of the duct wall near the AH, and serve dysplasia 
of mucosal glands were seen around the AH, such char-
acteristics should confirm the conjecture of the present 
study.

Although AV is rare and has mostly been reported as 
single cases [4–12]. we identified three cases with malig-
nant transformation among the seventeen cases of AV. 
Nevertheless, in gallbladder AH, the incidence of gall-
bladder carcinoma is 1–12% [27–29], hence the AH itself 
carries some risk of carcinogenesis. All cases of carci-
noma presented with AH-MGD, whereas those AH-non-
MGD were not found to have comorbid malignancy. This 
distinction was particularly pronounced in patients with 
AH-serve-MGD (100% vs. 0%, P = 0.018). AH incorporat-
ing peripheral mucosal glands dysplasia, especially severe 
dysplasia, may be associated with BTC or AC, although 
the p-value did not meet statistical criteria (p = 0.082), 
which is thought to be a result of the small sample size. 
Our results suggest that dysplasia of mucosal glands in 
the duct wall, especially severe dysplasia, may be corre-
lated with the process of AH leading to malignancy in the 
Vaterian system, which may be a precancerous lesion.

Conclusions
In summary, for the first time, we have identified AV 
combined with carcinoma. The risk factor may be the 
mucosal glandular dysplasia. It is hypothesized that the 
potential mechanism of carcinoma in AV is AH itself or 
its secretions causing glandular hyperplasia, dysplasia, 

Fig. 3 Papillary hyperplasia of dysplasia glands (green arrow) on the sur-
face of AH in common bile duct(red oval), with a clear boundary between 
AH and surface dysplasia glands (A); papillary structure of surface dyspla-
sia glands with small vascular hyperplasia and lymphocytic infiltration 
visible in the papillary axis (B); surface dysplasia glands with complex pap-
illary structures, visible multilevel papillary branches, multiple cell layers, 
and glandular fusion features, exhibiting sieve-like papillary structures(red 
arrow) with cuboidal cells and moderate cellular dysplasia (C); degenera-
tive tissue necrosis visible on the surface of the papillae in some areas, with 
moderate cellular dysplasia glands and nested clusters of cells with severe 
dysplasia visible around the necrotic material (yellow arrow) (D)

 

Fig. 2 AH in ampulla of Vater transformation into a moderately differenti-
ated adenocarcinoma (blue oval). Infiltrative growth of cancerous tissue 
in the duct wall (A); irregular tumor glandular structure, variable size glan-
dular lumen (red arrow), infiltrative growth of individual cells, and mucus 
visible within some individual cells with signet-ring cell-like features (white 
arrow) (B, C), and tumor cell infiltrating nerve fibers (yellow arrows) (D)
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and then carcinoma. AV may be a precancerous lesion. 
Due to the sample, the relationship between AH, dys-
plasia, and carcinoma needs to be further studied. In the 
future, we will need a larger sample size from multi-cen-
ter studies in multiple medical centers to elucidate this 
relationship and Additional molecular biology studies 
are needed to clarify the mechanism of adenomyomatous 
hyperplasia leading to mucosal glandular dysplasia and 
malignancy.

Abbreviations
AH  adenomyomatous hyperplasia
AV  adenomyomatous hyperplasia of the Vaterian system
MGD  mucosal glandular dysplasia
BTC  biliary tract cancer
AC  ampullary cancer
Aov  Ampulla of Vater

Acknowledgements
We thank professor Peiguo G Chu from the City of Hope National Medical 
Center for his critical comments on this article.

Author contributions
WZL and JL wrote the manuscript. WZL and JNJ completed collection and 
assembly of data. DXZ and ZYY completed data analysis and interpretation. 
WPL designed the experiments and supervised the project. All authors have 
approved the final version of the manuscript.

Funding
No funding was received for this work.

Data availability
The datasets used and analysed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
This study was performed in line with the principles of the Declaration of 
Helsinki. This study approved by the Ethics Committee of Chinese PLA General 
Hospital (Research register number S2023-037-01). Due to the retrospective 

study design, written informed consent was waived (Ethics Committee of 
Chinese PLA General Hospital).

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Faculty of Hepato-Pancreato-Biliary Surgery, The First Medical Center of 
Chinese PLA General Hospital, Beijing, China
2Faculty of Pathology Department, The First Medical Center of Chinese 
PLA General Hospital, Beijing, China

Received: 25 July 2023 / Accepted: 13 December 2023

References
1. Choi JH, Lee SH, Kim JS, Kim J, Shin BS, Jang DK, Ryu JK, Kim YT. A case of 

Adenomyomatous Hyperplasia of the distal common bile Duct mimicking 
malignant stricture. Korean J Gastroenterol. 2016;67(6):332–6.

2. Gouveia C, Fidalgo C, Loureiro R, Oliveira H, Maio R, Cravo M. Adenomyoma-
tosis of the common bile Duct and Ampulla of Vater. GE Port J Gastroenterol. 
2021;28(2):121–33.

3. Numata M, Morinaga S, Watanabe T, Tamagawa H, Yamamoto N, Shiozawa 
M, Kameda Y, Ohkawa S, Rino Y, Akaike M, et al. A case of adenomyoma-
tous hyperplasia of the extrahepatic bile duct. Case Rep Gastroenterol. 
2011;5(2):457–62.

4. Frutuoso L, Pereira AM, Carvalho L, Goncalves G, Nora M. Adenomyomatous 
Hyperplasia of Ampulla of Vater and a concomitant renal Tumor: a Case 
Report. Cureus. 2021;13(12):e20258.

5. Genevay M, Frossard JL, Huber O, Rubbia-Brandt L, Dumonceau JM. High-
grade common bile duct stricture caused by diffuse adenomyomatosis. 
Gastrointest Endosc. 2009;69(6):1167–8.

6. Hai S, Yamamoto S, Tanaka H, Takemura S, Ichikawa T, Kodai S, Shinkawa H, 
Yamamoto T, Kubo S. Adenomyoma of the common hepatic Duct mimicking 
bile Duct Cancer: report of a case. Surg Today. 2007;37(7):608–11.

7. Iwaki K, Shibata K, Ohta M, Endo Y, Uchida H, Tominaga M, Okunaga R, Kai S, 
Kitano S. Adenomyomatous hyperplasia of the common bile duct: report of a 
case. Surg Today. 2008;38(1):85–9.

8. Jakhete NR, Victor D, Li Z. A rare case of biliary Duct obstruction. Clin Gastro-
enterol Hepatol. 2014;12(12):e117–8.

Table 3 Clinical features of AH-MGD and AH-non-MGD groups
AH-MGD n = 8(47%) AH-non-MGD n = 9(53%) P value

Sex ratio (M:F) 6:2 6:3 1.000
Age (years) 61.0 ± 8.7 56.0 ± 13.3 0.391
Smoke (n [%]) 2(25) 2(22) 1.000
Alcohol abuse (n [%]) 3(37) 2(22) 0.620
Family history of tumors (n [%]) 0 3(33) 0.206
BMI (kg/m2) 24.7 ± 1.5 23.0 ± 2.7 0.137
Choledocholithiasis (n [%]) 3(37) 3(33) 1.000
Dilation of the bile ducts (n [%]) 8(100) 7(78) 0.471
Cholangitis (n [%]) 4(50) 4(44) 1.000
Cancer (n [%]) 3(37) 0 0.082*

Laboratory tests
Total bilirubin (µmol/L)

18.6(13.5,119.0) 9.3(7.4,132.1) 0.336

Direct Bilirubin (µmol/L) 4.8(3.6,107.3) 3.6(1.8,114.6) 0.470
Alkaline phosphatase (U/L) 150.4(82.4,336.4) 83.3(64.6,277.9) 0.290
γ-glutamyl transpeptidase (U/L) 127.0(29.8,297.4) 98.30(23.0,400.5) 0.630
CA19-9 (µ/ml) 13.4(8.8,103.1) 10.0(6.3,73.4) 0.336
AH-MGD, adenomyomatous hyperplasia with nearby mucosal glandular dysplasia

AH-non-MGD, adenomyomatous hyperplasia without nearby mucosal glandular dysplasia. BMI, Body



Page 7 of 7Liu et al. BMC Gastroenterology            (2024) 24:8 

9. Lehwald N, Cupisti K, Baldus SE, Kropil P, Schulte Am Esch J 2nd, Eisenberger 
CF, Knoefel WT. Unusual histological findings after partial pancreaticoduode-
nectomy including benign multicystic Mesothelioma, adenomyoma of the 
ampulla of Vater, and undifferentiated carcinoma, sarcomatoid variant: a case 
series. J Med Case Rep. 2010;4:402.

10. Nagashio Y, Hisano T, Aratake Y, Tsujita E, Fushimi F, Taguchi K, Furukawa M. 
Adenomyomatous hyperplasia of the lower bile duct mimicking a papillary 
bile duct Tumor. Endoscopy. 2016;48(S 01):E311–2.

11. Rafiullah, Tanimu S. Adenomyomatous hyperplasia of the ampulla of Vater 
presenting as acute pancreatitis. BMJ Case Rep. 2014.

12. Xu LM, Hu DM, Tang W, Wei SH, Chen W, Chen GQ. Adenomyoma of the distal 
common bile duct demonstrated by endoscopic ultrasound: a case report 
and review of the literature. World J Clin Cases. 2019;7(21):3615–21.

13. Handra-Luca A, Terris B, Couvelard A, Bonte H, Flejou J-F. Adenomyoma and 
Adenomyomatous Hyperplasia of the Vaterian System: clinical, patho-
logical, and new immunohistochemical features of 13 cases. Mod Pathol. 
2003;16(6):530–6.

14. Sugimachi K, Mano Y, Matsumoto Y, Iguchi T, Taguchi K, Hisano T, Sugimoto R, 
Morita M, Toh Y. Adenomyomatous hyperplasia of the extrahepatic bile duct: 
a systematic review of a rare lesion mimicking bile duct carcinoma. Clin J 
Gastroenterol. 2021;14(2):393–401.

15. Chandler P, Harris J, Sherwinter D. Adenomyomatous hyperplasia of distal 
common bile duct: a case report and review of the literature. J Surg Case Rep. 
2018;2018(8):rjy204.

16. Gialamas E, Mormont M, Bagetakos I, Frossard JL, Morel P, Puppa G. Combina-
tion of Adenomyoma and Adenomyomatous Hyperplasia of the Ampullary 
System: A First Case Report. Int J Surg Pathol. 2018;26(7):644–8.

17. Shu GM, Wang YJ, Du Z, Li DY, Liu CL. Bile tract adenomyoma: a case report. 
World J Gastroenterol. 2008;14(4):647–50.

18. Makiuchi T, Sobue T, Kitamura T, Sawada N, Iwasaki M, Yamaji T, Shimazu T, 
Inoue M, Tsugane S. Smoking, Alcohol Consumption, and risks for biliary tract 
Cancer and intrahepatic bile Duct Cancer. J Epidemiol. 2019;29(5):180–6.

19. Clements O, Eliahoo J, Kim JU, Taylor-Robinson SD, Khan SA. Risk factors for 
intrahepatic and extrahepatic cholangiocarcinoma: a systematic review and 
meta-analysis. J Hepatol. 2020;72(1):95–103.

20. Albores-Saavedra J, Henson DE, Sobin LH. The WHO histological classification 
of tumors of the gallbladder and extrahepatic bile ducts. A commentary on 
the second edition. Cancer. 1992;70(2):410–4.

21. Krasinskas AM. Cholangiocarcinoma. Surg Pathol Clin. 2018;11(2):403–29.
22. Zen Y, Aishima S, Ajioka Y, Haratake J, Kage M, Kondo F, Nimura Y, Saka-

moto M, Sasaki M, Shimamatsu K, et al. Proposal of histological criteria for 
intraepithelial atypical/proliferative biliary epithelial lesions of the bile duct in 
hepatolithiasis with respect to cholangiocarcinoma: preliminary report based 
on interobserver agreement. Pathol Int. 2005;55(4):180–8.

23. Espinoza JA, Bizama C, Garcia P, Ferreccio C, Javle M, Miquel JF, Koshiol J, Roa 
JC. The inflammatory inception of gallbladder cancer. Biochim Biophys Acta. 
2016;1865(2):245–54.

24. Kamisawa T, Ando H, Suyama M, Shimada M, Morine Y, Shimada H. Working 
Committee of Clinical Practice Guidelines for Pancreaticobiliary M, Japanese 
Study Group on Pancreaticobiliary M: Japanese clinical practice guidelines for 
pancreaticobiliary maljunction. J Gastroenterol. 2012;47(7):731–59.

25. Kamisawa T, Kaneko K, Itoi T, Ando H. Pancreaticobiliary maljunction and 
congenital biliary dilatation. Lancet Gastroenterol Hepatol. 2017;2(8):610–8.

26. Valle JW, Kelley RK, Nervi B, Oh DY, Zhu AX. Biliary tract cancer. Lancet. 
2021;397(10272):428–44.

27. Albores-Saavedra J, Shukla D, Carrick K, DE H. In situ and invasive adeno-
carcinomas of the gallbladder extending into or arising from Rokitansky-
Aschoff sinuses: a clinicopathologic study of 49 cases. Am J Surg Pathol. 
2004;28(5):621–8.

28. Nabatame N, Shirai Y, Nishimura A, Yokoyama N, Wakai T, K H. High risk of 
gallbladder carcinoma in elderly patients with segmental adenomyomatosis 
of the gallbladder. J Exp Clin Cancer Res. 2004;23(4):593–8.

29. Ootani T, Shirai Y, Tsukada K. Relationship between gallbladder carcinoma 
and the segmental type of adenomyomatosis of the gallbladder. Cancer. 
1992;69(11):2647–52.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 


	Bile ductal mucosal dysplasia is a possible risk factor for adenocarcinoma in patients with adenomyomatous hyperplasia of the Vaterian system: a single-centre study from China
	Abstract
	Background
	Methods
	Study population
	Definition of adenomyomatous hyperplasia (AH)
	Definition of mucosal glandular dysplasia(MGD)
	Definition of severity of MGD
	Statistical analysis

	Results
	Discussion
	Conclusions
	References


