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Hepatocellular carcinoma in non-cirrhotic
liver
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Dear Editor,

Hepatocellular carcinoma (HCC) is the most common primary
malignant neoplasm of the liver, the sixth leading cause of can-
cer and the third leading cause of cancer death (1). It develops
on cirrhotic liver in 80% of cases, appearing in a 20% on healthy
livers (fibrolamellar variant) or with noncirrhotic chronic liver
disease (2). We report the case of a young woman with a large
liver mass without evidence of chronic liver disease.

Case report

A 29-year-old woman who presented fever and epigastric dis-
comfort was palpable a painful hepatomegaly at the expense of the
left hepatic lobe (LHL) (no other findings in the rest of the exa-
mination). An abdominal sonography showed a heterogeneous
lesion of 10 cm in diameter located in the LHL, without signs of
chronic liver diseases. A bolus injection of sulfur hexafluoride con-
trast sonograhy (SonoVue®) showed that the lesion had an enhan-
cement in the arterial phase with progressively less-enhancing in
the venous phase. This behavior was compatible with HCC.

The liver tests showed minimum pattern of cholestasis (GGT
58 UI/L [< 38], FA 198 UI/L [30-120] with normal bilirubin) and
minimum increase in transaminases (GOT 41 UI/L [< 31], GPT
28 UI/L [< 34]). A chronic liver disease was rule out:

– Serology: Anti-VHC, Ag-HBs, Anti-HB core, Anti-HBs,
CMV, VEB, and VIH negatives.

– Immunology: IgG, 1,060 mg/dL (725-1,900); IgA, 161
mg/dL (50-340); IgM, 241 mg/dL (45-280). ANA, AMA,
anti-LKM and anti-ML negatives.

– Copper metabolism: ceruloplasmin, 53.4 mg/dL (27-50).
– Iron metabolism: Iron, 29 µg/dL (60-180); IST, 7% (15-

50); ferritin, 141 ng/mL (8-140).
– Lipoprotein profile: total cholesterol, 181 mg/dL (< 200);

HDL, 51 mg/dL (> 40), and triglycerides, 95 mg/dL (<
200).

– Thyroid hormones: TSH 1.46 µUI/L (0.27-4.2); T4L, 1.45
ng/dL (0.93-1.7).

– α-1 antitrypsin, 2.94 g/L (2.1-5).
The α-feto-protein was in the normal range (1.33 ng/ml). Giv-

en these findings, it was performed a biopsy of the lesion. The result
was fibrolamellar hepatocarcinoma. Metastatic disease was rule
out with thoracic-abdominal scan (CT) and bone gammagraphy.
The CT confirmed the heterogeneous liver mass which had a 12
x 8 x 10 cm in diameter and was located in segment IV. It was irri-
gated by the left hepatic artery (Fig. 1). A left hepatectomy was
performed without relapse within 3 years after diagnosis.

Fig. 1. Liver mass of 12 x 8 x 10 cm in a diameter located in segment
IV, very heterogeneus and necrotic material incide.
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Discussion

Fibrolamellar hepatocellular carcinoma usually occurs among
young patients having distinctive clinical, histological and prog-
nostic features (3-5). It usually presents as abdominal pain and
abnormal liver biochemistry. Typically, they do not increase
the α-feto-protein, showing similar features to conventional hepa-
tocellular carcinoma in the radiologic studies. Histologically, they
are formed by very eosinophilic large hepatocytes, surrounded
by fibrous bands, which separating the cells in trabeculae or nod-
ules (6). Although diagnostic is made with higher sizes than con-
ventional HCC, curative treatments are applied in the majority
of patients, with a low mortality (7,8) and a superior survival
compared with cirrhotic patients (from 74 to 97% and from 38
to 86% at 1 and 3 years, respectively, in studied series) (9).

In our case, the possibility of performing an abdominal con-
trast sonography helped to establish the diagnosis, which was
confirmed by histological and analytical studies.
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