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Hepatocellular carcinoma with bile duct 
invasion presenting as acute cholangitis
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Dear Editor,

We report the case of a 72 year-old male who was admitted 
presenting with abdominal pain, jaundice and fever, being made 
a diagnosis of acute cholangitis. In the previous weeks, he had 
suffered significant weight loss. 

In laboratory tests, we observed mild hyperbilirubinemia and 
hypertransaminasemia (bilirubin: 3.1 mg/dl; AST: 45 U/L; ALT: 
29 U/L; GGT: 201; ALP: 343 U/L), elevated acute phase reactants 
and high alpha-fetoprotein levels: 885 µg/l (normal: 0-11 µg/l). 

Several imaging tests were also performed (ultrasonography, 
computed tomography and magnetic resonance cholangiopancrea-
tography) showing liver cirrhosis (not previously known) with a 
not well defined 5 cm space-occupying lesion (SOL) located in 
segment V (Fig. 1). The patient had high alcohol consumption for 
years and standard etiologic study (hepatotropic viruses, autoanti-
bodies, etc.) was negative, so a diagnosis of chronic alcoholic liver 
disease was established. Radiology tests also showed dilatation of 
intra and extrahepatic bile ducts and occupation of these by a dense 
material, although the gallbladder was normal and free. 

With all these findings an endoscopic retrograde cholangio-
pancreatography (ERCP) was performed. We found dilated bile 
ducts with repletion defects. Endoscopic sphincterotomy was 
made and an amount of soft, non-lithiasic material was obtained 
from the biliary tract and referred to anatomopathological study 

(Fig. 2). Ultrasound-guided fine needle aspiration of the SOL 
was also made, and both histological studies were respectively 
diagnostic for moderately and poorly differentiated hepatocel-
lular carcinoma.

The liver lesion was resected and confirmed to be a mod-
erately differentiated hepatocellular carcinoma (grade 3 of the 
Edmonson-Steiner’s classification). However, the patient pre-
sented different complications after surgery, as well as an early 
recurrence and died after three months. 

Hepatocellular carcinoma (HCC) is commonly associated 
with cirrhosis, being the leading cause of death in this population 
(1). Tumor thrombus in the bile duct in HCC is rare (0.79-5.5%) 
and the most common clinical manifestations are obstructive 
jaundice, abdominal pain, recurrent cholangitis or hemobilia. 
Biliary thrombi may be secondary to invasion of a primary liver 
tumor or due to a primary HCC arising on ectopic liver tissue 
located in the bile duct (2). 

Diagnosis of this entity is difficult due to its low incidence 
and because findings in complementary tests are nonspecific, so 

Fig. 1. Space-occupying lesion seen in magnetic resonance cholangio-
pancreatography. 
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many wrong diagnosis of cholangiocarcinoma or choledocho-
lithiasis are made in these patients (3). 

Surgical treatment is the first option if the lesion is resectable. 
It consists of resection of the lesion followed by thrombectomy. 
Some patients may benefit from transarterial chemoemboliza-
tion and radiologic or endoscopic drainage as adjuvant therapies 
(3-5). These techniques can also be palliative in case of unresect-
able lesions (5). In selected cases liver transplantation can be 

considered, but there is scare evidence in terms of prognosis in 
this situation (6). 

Patients with this entity present lower survival rates than those 
with HCC without biliary involvement, with early recurrence and 
worse response to treatment (3). 
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Fig. 2. Tissue obtained from the biliary tract during ERCP.


