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fEE SRR | FFPEIR I echogenic mass &7
» 5, FIREROS 2 ROFEEREC S Dbz h,
BRI RARED» SHES T % free space A S
3 (Fig. 1),

BEER computed tomography (CT) FrR : B#iCT
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Table 1 Laboratory data on admission

Pit. 18.9x10* /mm® | PT 95 %
GOT 34Ka. U HPT 108 %
GPT 20Ka. U ICG15 7.2%
LDH 556 W.U CEA 4.3 ng/ml
ALP 7.2K.AU AFP 5.1ng/ml
ChE 0.83 4ph CA19-9 5.0> U/ml
y-GTP 61 mu/ml | HBs-Ag (=)

T. Bil 0.5mg/dl HCV-Ab (=)

Alb 4.4g/dl

y-glb 18.4%
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Fig. 1 US shows an echogenic tumor. The second
branches of the left portal vein are interrupted by
the tumor. Low echoic space which continued
from the left hepatic duct surrounded the tumor

Fig. 2 Plain CT shows an oval low density area in
the medial segment of the liver. An enlargement
of the peripheral bile ducts in the lateral segment
is shown.

JE#R magnetic resonance imaging (MRI) FfE. :
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Endoscopic retrograde cholangiography (ERC)
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Fig. 3 T,-weighted image shows a low signal
intensity tumor (A). T,-weighted image shows a

very high signal intensity tumor (B).

Fig. 4 Gross appearance of the tumor. The tumor
shows papillary growth limited in the left hepatic
duct.
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Fig. 5 Microscopic findings (hematoxylin-
eosin, X40). The tumor is derived from the bile
duct epithelia and shows papillary growth in the
left hepatic duct.

Fig. 6 Microscopic findings (hematoxylin-
eosin, X200). The tumor is limited to the musoca
and shows papillary growth (A). Cribriform
pattern is dominantly shown in a part of the
tumor (B).
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Fig. 7 The intestinal type apomucin is expressed
in the tumor (A), whereas the mammary type
apomucin is not expressed (B). (These figures
were provided by Suguru Yonezawa M.D., the
Second Department of Pathology, Kagoshima
University School of Medicine)
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Table 2 Cases with early intraductal papillary cholan
giocarcinoma reported in the Japanese literatures
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A Case of Early Intrahepatic Cholangiocarcinoma with
Intraductal Papillary Growth

Shinji Mitsue, Gen Tanabe, Kouichi Kawaida, Yasuyuki Kobayashi,
Shinichi Ueno and Takashi Aikou
First Department of Surgery, Kagoshima University School of Medicine

A 66-year-old man presented with early intrahepatic cholangiocarcinoma with intraductal papillary
growth. Abdominal US showed a high echogenic mass in the left hepatic duct. The left lobe, the caudate
lobe and the left hepatic duct were resected. The tumor showed expansive growth in the left hepatic duct
without invasion to the parenchyma of the liver. Histologically, the tumor showed various structual
atypia with little mucin production, and was limited to the mucosa. Immunohistologically, intestinal-type
apomucin was expressed in this tumor, but mammary-type was not. We diagnosed this tumor as an early
intraductal papillary cholangiocarcinoma. The patient is doing well without the evidence of recurrence
50 months after surgery. Seven cases of intraductal cholangiocarcinoma including our case have been
reported in the Japanese literatures. All the tumors except ours have been reported as mucin-producing
cholangiocarcinomas. Patients with intraductal papillary cholangiocarcinoma which is limited to the
mucosa of fibromuscular layer could be given a good prognosis by surgery.
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