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Hepatocellular carcinoma has a great tendency to invade HERE ohF 2 AR 70l vebdeh) kA2
3lto] Q= Aol gElx ofe Ao A
blood vessels, particularly the portal vein. Invasion into the i el o °"‘L:L:L . A o ::‘EEJ gLZHE?‘_]
biliary lumen has been considered to be a rather rare event. Sel7h A ghom ZAH HAAES AWA Kehe
Ultrasonogram and endoscopic retrograde cholangiopancre- 7357t tii-Eelo] A AEFo] Ytk v ZHAE Lol A
atography of the patient, a 65-year-old man presenting with Zok MA o) o3 Tt H2fE Q3 e tEA) Juty]
obstructive jaundice, revealed an obstructing mass at the Auk 22 A A A L] Fssle] thE Yol ulsle] A
common hepqtic duct and dilatation of the intrahepatic blile Zgo] Brh(2) 2elmz 7HAESF shaboll A dheto] b
ducts. Abdominal computed tomography and hepatic angio- 5 Aoo)is 1 9101 ATk B A S ule Zg s}
gram showed no abnormal mass and abnormal staining in = °:0L cob A% e ;L s TS e
the liver. Obstructive jaundice due to Klatskin's tumor was ZIAIEGFAA Fok AR ot Tt A o] B i
suspected preoperatively. During operation, although no tu- 29 ool A 7+ | A W avh AR A RE vl =5 A
mor was palpable in the liver, an intraductal tumor mea- ZH) Qb W A7 wbA s 2] oFS gt ) 7HA| Eeke] 3
suring 3.5x3.0 cm was found in the common hepatic duct. g2 walsl7) = st o]9} e Ao & Ad 7HAE
tBhile ?uct resectri]on v:as Ipl)elrformed lin a patiﬁnt.lHistoItc;gic(;aIIyi oko 2 Atkely] ulo o] o] Groko 2 Acket FlA)
e tumor, a hepatocellular carcinoma showing abundan - zo oJulkA] Wl -7} ub
eosinophilic cytoplasm, was structurally arranged in a solid (;] 3‘:}'0?;}"— = A K ‘j—;; © H°J‘7};O?EML lzkr
and trabecular pattern. We report a case of hepatocellular RS FEE ehd w3t o ZAIERE 161E et
carcinoma mainly presenting as Klatskin tumor. (J Korean H sl npelu}
Surg Soc 2002;62:266-270)
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Fig. 3. ERCP showing common hepatic duct tumor with both
intrahepatic bile duct dilatation.

Fig. 1. Abdominal sonogram showing common hepatic duct tumor
with both intrahepatic bile duct dilatation.

Fig. 2. Abdominal CT showing common hepatic duct tumor with Fig. 4. Hepatic angiogram show no anatomical abnormality and no
both intrahepatic duct dilatation and no abnormal mass in abnormal staining in liver.
liver parenchyme.
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Fig. 5. Tumor within the lumen of common hepatic duct (arrow)
(H&E stain x40).

Fig. 6. Tumor forms solid and trabecular pattern with intervening
sinusoid-like spaces. Tumor cells simulated normal hepa-
tocytes with abundant eosinophilic cytoplasm (H&E stain
x100).
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Bile duct CA
Resection

Frozen biopsy - Bile duct mass

» Laparotomy

HCiC
Intra-op ultrasonogram
Tumor detection

negative
a-fetoprotein; US = ultrasonogram; CT = computed tomography; ERCP = endoscopic

percutaneous transhepatic cholangiography.
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Obstructive jaundice+HCC risk factor (HBs Ag (+), AFP (+))
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Abd US/CT/ERCP/PTC - Bile duct mass, No liver mass

Hepatic angiography
Choledochoscopic biopsy
hepatocelluar cancer; AFP
retrograde cholangiopancreatography; PTC

Fig. 7. Algorithm for the evaluation of obstructive jaundice in patients with risk factor of hepatocellular cancer presenting as bile duct
tumor. HCC
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