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Fig. 1 Percutaneous transhepatic cholangiogram
shows a filling defect suspicious of intraluminal
tumor at the hepatic hilus. The right intrahepatic
duct and the right caudate branch are not visible.

Arrowheads indicate the intraluminal tumor in
the common hepatic duct. 2: the left lateral
posterior duct, 3: the left lateral anterior duct, 4
a: the left medial inferior duct, 4b: the left
medial superior duct.
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Fig. 2 Enhanced computed tomography (CT).
Main tumor (arrowhead) attached to the inferior
vena cava is located in the right caudate lobe. R :
the intraluminal tumor in the right hepatic duct.

B PIRAER O R ARETEH O EENICEE
L, TREBIRGREECEBEL Tz, BEEOKEI¥R
nME» S BRERERLZH L. (Fig. 7).

MBI R - FEENEE 3P HMEERRETH
FHBEEED T (Fig. 8 L), [BERCHE L EE
BESMEELERET, viable 28GR 2 2L 7 (Fig.
8 F). AfFHIER U 7z T ARIRES (L BB 1 R
BHTHD, KEIREHEY v 8 b HEBRENCERER
DTz,

MO BRIT REFT, MFY YN E AEOTEE I
#%2 HE23. 1mg/dl £ TEF U7, F49%HIE
BURBEL 7, B, BRI 2FERICEEERE2 &L
T L7z,

z £

gz LELISHERRT T2 2 LXAI5 R,
BN O BB O & - CEHEEEESHET 2 »
bW 3 icteric type hepatoma OD#EFIZEHRE X



19984 5 F 69(1119)

Fig. 3 Percutaneous transhepatic cholangioscopy Fig. 5 Schema of location of the tumor.
(PTCS) demonstrated an intraluminal tumor T: tumor in the caudate lobe, t: a part of
with pinkish and nodular surface. Cholangios- inraluminal growth in the bile duct, RHV : right
copic biposy revealed papillary adenocarcinoma. hepatic vein, IVC: inferior vena cava, PV : portal

vein, CBD: common bile duct, 1r: right caudate
branch, 11 : left caudate branch

Caudate lobe

Fig. 6 Resected speciemen cholangiogram shows

filling defects in the right hepatic duct and the
right caudate branch (1r).
CBD: the common bile duct, L: the left hepatic
duct, A : the anterior branch of the right hepatic
duct, P: the postrior branch of the right hepatic
duct, 11: the left caudate branch.

Fig. 4 Percutaneous transhepatic portography
(lateral view) Right portal vein (RPV) is ob-
structed.

PV : portal vein, SV : splenic vein.
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Fig. 7 Cut surface of the resected speciemen

shows a primary tumor in the paracaval portion
of the caudate lobe.

Arrowhead : the resected wall of the inferior
vena cava. C: caudate lobe, T : main tumor in the
caudate lobe.

Fig. 8 Microscopic findings show moderately
differentiated type cholangiocellular carcinoma
(upper).

Histological findings of intraluminal tumor in the
common hepatic duct show well differentiated
type cholangiocellular carcinoma (bottom).
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A Resected Case of Cholangiocellular Carcinoma of the Caudate Lobe with
Intraluminal Growth into the Extrahepatic Bile Duct
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A case of cholangiocellular carcinoma in the caudate lobe with intraluminal growth in the extrahe-
patic bile duct is reported. A 65-year-old woman presenting with obstructive jaundice was hospitalized
and underwent percutaneous transhepatic biliary drainage (PTBD). Cholangiography through the PTBD
catheter revealed a filling defect at the hepatic hilus. The right hepatic duct and the right caudate branch
were not visible. Abdominal CT showed a mass about 3 cm in diameter in the right caudate lobe and a
low-density mass in the bile duct at the hepatic hilus. Percutaneous transhepatic cholangioscopy (PTCS)
demonstrated a pinkish tumor with a nodular surface in the bile duct. Cholangioscopic biopsy revealed
adenocarcinoma. Right hepatic lobectomy and caudate lobectomy with bile duct resection were perfor-
med. Cholangiocellular carcinoma in the caudate lobe with intraluminal growth in the extrahepatic bile
duct is extremely rare and only a few cases have been reported. Endoscopic findings and biopsy under
PTCS proved very useful for differential diagnosis between hepatocellular carcinoma and cholangiocel-
lular carcinoma. To identify the location, the range, and the type of the main tumor and the intraluminal
tumor is important for deciding on the operative procedure.
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