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Table 1 Laboratory data on admission

WBC 3.8 X103/l GPT 26 IU/1
RBC 4.83 106/ 1 Alp 971U/

Hb 16.0 g/dl LAP 5310/1

Ht 46.0 % r-GTP 1551U/1
Plt 163 X103/ 41 CHE 102 IU/1
Bleeding time 3 min LDH 269 1U/1
Clotting time 15 min T.Cho 91 mg/dl
PT 12.9 sec NH; 34 ug/dl
APTT 28.7 sec K-ICG 0.180

Fibg 282 mg/dl Na 141 mmol/1
FDP 2.6 pg/ml K 3.6 mmol/]
Antithrombin [  81.7 % Cl 106 mmol/]
TP 5.20 g/dl Ca 7.8 mg/1
Alb 3.37 g/dl BUN 14.2 mg/dl
A/G 1.84 Creat 1.16 mg/dl
TTT 0.6 KU UA 7.6 mg/dl
ZTT 1.9KU CRP 0.0

T.Bil 1.24 mg/dl AFP 7.8 ng/ml
D.Bil 0.40 mg/dl CEA 4.76 ng/ml
GOT 301U/ CA19-9 28.8U/ml

Fig. 1 Echogram shows the central scar-like high
echoic lesion in the central part of low echoic
mass.
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Fig. 2 SOL is not found in the plain CT. Lipiodol
CT demonstrates the focal deposition of lipiodol
in the lateral segment.

Fig. 3 Angiogram shows no abnormal findings
like an encasement of the artery, neovasculariza-
. tion or tumor stain.
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Fig. 4 Fast scan of MRI shows the radiating lin-
eal low signal intensity in the tumor.
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Fig. 5 Cut surface of resected specimen shows a
3.8X2.6cm sized red-brownish tumor which has
a very thin fibrous capsule.
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Fig. 6 The capsule is recognized partially and vessels crossing the capsule is
revealed (1) (a, b) (HE x132). Pseudoglandular pattern is recognized (c)
(HE X132). Focal nodular growth pattern is recognized (d) (HE Xx132).
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A Case of Hepatocellular Carcinoma which is Difficult to Differentiate from
Focal Nodular Hyperplasia

Isamu Yamamoto, Keisuke Hamazaki, Yasuhiro Yunoki, Takanao Miyashima, Akira Gohchi,
Kenichi Sakagami, Hisashi Mimura and Kunzo Orita
First Department of Surgery, Okayama University Medical School

A 52-year-old man with hypertension and chronic hepatitis was found SOL in the left lateral segment of the
liver. Liver function tests gave no cirrhotic results on admission. Echogram showed central scar-like high echoic
lesion in the eccentric part of low echoic mass. By fast scan of MRI the tumor showed lineal low signal intensity in a
radiating fassion. CT and angiography gave no evidence of both HCC and FNHP athologically incomplete capsule,
lack of bile ducts, and partial pseudograndular pattern suggested HCC, although lack of cholestasis and focal
nodular growth suggested FNH. The scar-like lesion in echogram was recognized as a medular focal legion, and the
stellate septum-like appearance in MRI was recognized to be blood vessels. These were considered to be the causes
of difficulty of pre-operative differentiation between HCC and FNH.
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