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Hepatocellular Carcinoma with Bile Duct Tumor Thrombi
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Do Young Kim, Sang Hoon Ahn, Gi Hong Choi®

Departments of Internal Medicine, 'Pathology and *Surgery,
College of Medicine, Yonsei University, Seoul, Korea

—Abstract—

Obstruction of the bile duct owing to the direct extension of a tumor is occasionally found
in patients with a hepatic neoplasm, but bile duct tumor thrombus caused by the intrabiliary
transplantation of a free—floating tumor is a rare complication of hepatocellular carcinoma. A
50-year-old woman was diagnosed with HCC with bile duct tumor thrombi. She received
transarterial chemoembolization (TACE) because her liver function was not suitable for
surgery at the time of diagnosis. After TACE, infected biloma occurred recurrently. Thus,
resection of the HCC, including the bile duct tumor thrombi, was performed. Six months after
the surgery, recurred HCC in the distal common bile duct as drop metastasis was noted. The
patient was treated with tomotherapy and has been alive for three years as of this writing,
without recurrence. The prognosis of HCC with bile duct tumor thrombi is considered dismal,
but if appropriate procedures are selected and are actively carried out, long-term survival can
occasionally be achieved.
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504 SA7F WY 25 AEE O dAs 72l
AozE 9 gas Fag YAk e
HAY, 7159 9 ARB Yo 5ol ARdre] §ldlaL,
e g deke 10663 mmHg, HHRS 803)/5,
Ao 372C, TFL 143)/Fo1Utk. A4 A
Al A Zatel] g A8 BYa FAAEH
Al HIo] 187 FA AT e GA] AlE
g DA MET 6440/mm’ (EFT
740%), B2 142g/dL, 4% 112,000/mm’
Ak A3 AL FH 75g/dL, &
Bul 46g/dl, o}AutEHo|Eoln|=Ho]g i
(AST) 19 TUL, $epdopr|=xde]as (ALT)
261 TU/L, &Ze)12kea] a2 (ALP) 29 TU/L,
Zhl-ZFePdEAAHE TR (y-GTP) 418 U/,

121591 84mg/dL, 21 WElFR1 6.6mg/dL,
82A2% 73mg/dl, A e 0.7 mg/dL
GHS Ao A ZEEEZHAZE 93%
td wlole = A7 Aol A BY 1+
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4, HBV <12 TU/mL,
2o ik A 90|,
A Laefoleb (alpha-fetoprotein) 220 TU/mL,
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Fig. 1. Liver CT shows an infiltrative arterial enhancing mass in S7 segment of liver (A) with tumor
thrombi (arrow) in the common hepatic duct (B).

(PIVKA)-TT >2000 mAU/mL % th. &t TACE)& Al&8t3ith TACE A8 R ¥
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o) T8 RAo] I Pedte] HER A4 4] o $3 R 134 9F
g UG AEYT] BATYOR, EY  Fo| DAL (Fig. 2. MU FAA 4
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o ZAEGFA dste] 75y H3 ANE ST A Bwel $HL FFSA. 719
SEE A% 43 Pl A, 2947

il

Fig. 2. Liver CT shows dense lipiodol uptake in the hepatocellular carcinoma after TACE (A), however
liver parenchymal infarction (arrow) is newly seen in right lobe of liver (B).
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Fig. 3. (A) Gross finding of hepatocellular carcinoma after right hemihepatectomy shows ill-defined tumor
with diffuse areas of necrosis. (B) Microscopic finding shows hepatocellular carcinoma totally necrotized
after TACE (H&E stain, *x100).

Fig. 4. (A) Liver CT after right hemihepatectomy shows a polypoid mass (arrow) in the distal common
bile duct. (B) ERCP shows irregular shaped filling defect (arrow) in the distal common hile duct.

- 71\‘ "'l-i‘\‘,r g Y. I X - ,.
Fig. 5. (A) Biopsy was done using ERCP. (B) Microscopic finding of tumor thrombi in the distal common
bile duct shows metastatic hepatocellular carcinoma (H&E stain, x400).
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